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WITH EFFECTIVE 
RIAL ANTIAMEBIG ACTIONS 


“THE FORTUNATE COMBINATION OF HIGH ANTIAMEBIG 
AND ANTIBACTERIAL ACTIVITY AND LOW ORAL 
TOXICITY MAKES PAROMOMYCIN UNIQUE AMONG 
THE AVAILABLE DRUGS AND SUGGESTS THAT IT 


SHOULD BE A USEFUL THERAPEUTIC SUBSTANCE.’”' 
@ IN INFECTIOUS DIARRHEAS™ assist pth 


ogens, HUMATIN has proved especially valuable in infectious diarrheas, most of which are caused by 
bacilli of the gram-negative group. In 221 patients with severe diarrhea, 85 per cent obtained rapid 
remission of symptoms with HUMATIN, and stools cleared quickly of pathogens.~ Results in Shigella 
and Salmonella enteritis, and in infantile diarrheas of mixed etiology’ have been uniformly good. 


& IN INTESTINAL AMEBIASIS’ +8 HUMATIN is unusually y effective in clearing all phases 


of intestinal amebiasis; to date, more than 700 patients have been treated successfully with HUMATIN In 


all parts of the world. Since HUMATIN is not appreciably absorbed from the gastrointestinal tract it is 
not effective against extraintestinal forms of amebiasis. 
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ALSO VALUABLE IN THE PREOPERATIVE SUPPRESSION OF INTESTINAL 
FLORA,’ AND IN THE ADJUNCTIVE MANAGEMENT OF HEPATIC COMA*” 


ADMINISTRATION AND DOSAGE moderately severe diarrhea has been reported in some 


patients. No other indications of toxicity have been observed 


SUPPLIED: hematin (paromomycin, Parke-Davis) is 


the sulfate in ayaeaes each containing 


(expressed in terms of base) 
Dosage (daily, 
Condit 


Infecti Jults: 35 250 mg base, in bottles of 16 e supplying details 
(bacil 


nonspecif 


REFERENCES: (1) Coffey, G. L., et al.: Antibiotics & 


Chemother. 9:730, 1959. (2) Personal Communications to 
Clinical Investigation, Parke, Davis & 
) Godenne, G. D.: Paromomycin in diar- 
and children, Antibiotics Annual 1959- 

rk, Medical Encyclopedia Inc., in press. 

Preoperati bacdte> 9 davs (4) McMath, W. EF T., & Hussain, K. K.: Pub. Health 
Suppression of 73:328, 1959. (S) Courtney, K. O., & Thompson, P E.: 
Paromomycin as a therapeutic substance for intestinal ame- 
depending on desres of biasis and bacterial enteritis, Antibiotics Annual 1959- 

hepatic insufficiency 1960, New York, Medical Encyclopedia Inc., in press. 
(6) Shafei, A. Z.: Antibiotic Med. & Clin. Therapy 6:275, 

- Elias, F L., & Oliver-Gonzales, J.: Antibiotic 
SIDE EFFECTS: Since HUMATIN by the oral route is . Clin. Therapy 6:584, 1959. (8) Carter, C. H.: 
virtually nonabsorbed in the gastrointestinal tract, even AMOlotic Med. & Clin. Therapy 6:586, 1959. (9) Fast, 
onally high doses, hes uct been , et al.: Arch. Int. Med. 101:467, 1958. (10) Mackie, 
blem in clinical However. when doses , et al.; New England J. Med. 259:1151, 1958. 

f 2 Gm. per day are given for more than three days, \ ly mont, J. M., et al.: New England J. Med. 259:1145, 
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Intestina 


s may develop; on doses of from 4 to 6 Gn 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN | PARKE-DAViS | 


KAPSEALS 


(PAROMOMYCIN, PARKE-DAVIS 


\ 
Children: 50 mg/Kg; Up to 7 days 4 
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(Founded by Landon B. Edwards, M. D., April 1874) 
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CLINICAL REMISSION 
ARTHRITIC 


in disabling rheumatoid arthritis. A 62-year-old printer incapacitated 
for three years was started on Decapron, 0.75 mg./day. Has lost no 
work-time since onset of therapy with Decapron one year ago. Blood 
and urine analyses are normal, sedimentation rate dropped from 36 
to 7. He is in clinical remission.” 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi- 
tions, Acute manifestations should first be brought under control with a tid. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme, 


TREATS MORE PATIENTS MORE EFFECTIVELY 


(Qo) MERCK SHARP & DOHME + Division of Merck & Co., INC., West Point, Pa. 
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Today—as before— 


Only Kent offers this remarkable combination: 


FINEST NATURAL TOBACCOS 
FAMOUS MICRONITE FILTER 


Millions of smokers have changed to 
Kent because of this combination. They 
discovered that this combination was 
the reason why Kent satisfies your 


appetite for a real good 
smoke. 


First, finest natural 
tobaccos. Kent uses 
only the finest natural 
tobaccos—ripe, golden 
leaves—which, when 
shredded into tiny 
strands and carefully 
blended, produce a real 
tobacco taste. 

Second, Kent’s fa- 
mous Micronite filter 
which contains a re- 
markable series of 


nr 


KENT 


ER 
mic 


KING SIZE 


flavor channels. The rich taste of natu- 
ral tobaccos flows through with a free 
and easy draw. The Kent filter is not 
too long, not too short, not too tight— 


smokers get every deli- 
cate shading of flavor 
of Kent's finest natural 


tobaccos. 


Others may imitate, 
but none can duplicate 
the quality of Kent. 


If you would like the 
booklet for your own use, 
“The Story of Kent,” | 
write to: 

P. Lorillard Company 

Research Department 

200 East 42nd Street 

New York 17, N. Y. 


© 1960, P. Lorillard Co. 


Today —as before—for good smoking taste, it makes good sense to smoke 
Kent, because Kent satisfies your appetite for a real good smoke. 


A Product of P. Lorillard Company—First with the finest cigarettes — through Lorillard Research! 
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Schaffer’s 
Diseases of the Newborn 


Here is richly detailed and immediately usable help on the 
recognition and management of diseases, disorders and 
anomalies of the newborn child. Dr. Schaffer pays full atten- 
tion to both common and uncommon diseases. The book's 358 
vivid illustrations make up a virtual atlas of neonatal 
pathology. 


The physical examination which should be performed on all 
newborn children is described in meticulous detail. Special 
attention is given to signs and symptoms, definite or question- 
able, which may indicate the presence of disease. Common 
and puzzling sigrs such as dyspnea, cyanosis, jaundice and 
diarrhea are thoroughly discussed with thoughtful investiga- 
tion of differentiating features. Case histories are frequently 
cited. 


Sound advice is given on etiology, pathology, clinical course, 
diagnosis, treatment and prognosis of such disorders as: 
atelectasis, congenital diaphragmatic hernia, aortic stenosis, 
meconium ileus, omphalocele, undescended testicle, acute 
pyelonephritis, etc. Inborn errors of metabolism, disorders 
of the blood, the eye, the skin, and the endocrine system are 
all well covered. 

By Atexanner J. Scnarren. M D.. Associate Professor of Pediatrics, 
The Johns Hopkins Medical School and Pediatrician to The Johns 
Hopkins Hospital. With the assistance of Microw Marxowrrz, MD 
About 1078 pages, 642” x 10°, with 358 illustrations, some in color. 
About $20.00 New~—Ready in June! 


Special Reprint!—Garrison’s 
History of Medicine 


You'll find this classic work an intriguing addition to your 
library. A special limited edition of the Fourth Edition (pub- 
lished in 1929) has just come off press. Although the book has 
been out of print for nearly 15 years, copies of it have con- 
stantly been sought after. The Journal of the American Medi- 
cal Association said of it: “Compact and crowded with facts, 
but pleasant reading throughout, 
clear and concise, rich in happy 
phrases, apt quotations, with occa- 
sional flashes of humor, and many 
historical and cultural allusions.” 


By the late H. M_D., 
formerly Lieutenant Colonel. Medical 
Corps. U.S. Army. Surgeon General's Of 
fice, Washington. DC. 996 pages. 6” x 9”. 
with numerous portraits. many rare 
$13.50. Reprint of Fourth Edition! 


Name 


Address 
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from 


W. B. SAUNDERS COMPANY, West Washington Square, Phila. 5 SJG 6-60 
Please send me the following books and charge my account: 
) Moyer and Fuchs—Edema........... 


() Schaffer — Diseases of the Newborn.... 


(}] Garr.son’s History of Medicine....... 
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Moyer & Fuchs— 
EDEMA: 
Mechanisms & 
Management 


Here is an up-to-the-minute and practical 
guide to what you can and should do for 
your patients with edema. It presents all 
the useful information to come out of 
the Symposium on Salt and Water Reten- 
tion held at Hahnemann Medical College 
this past December. 


123 authorities tell you what they have 
learned about the mechanisms and man- 
agement of edema. Immediately usable 
help is given on the treatment of edema 
associated with such problems as: hyper- 
tension, pregnancy and premenstrual 
tension, renal disorders, liver disease, and 
congestive heart failure. 


Latest advances in the use of diuretics 
are carefully considered: xanthine diu- 
retics, mercurial diuretics, triazine com- 
pounds, thiazide derivatives, antialdo- 
sterone agents and steroids, etc. 


Edited by Jonn H. Mover. M_D., Professor and 
Chairman of the Department of Medicine; and 
Morton Fucus, M.D., Assistant Professor of 
Medicine. Hahnemann Medical College and 
Hospital. 883 pages, 6'2” x 994”, with 286 illus 
trations. About $15.00. New—Just Ready! 
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for more normal living 
in angina pectoris 


Antora- 


with 50 mg. Secobarbitail 


Reduces incidence and 
Severity of attacks 


Continuous release Antora cap- 
sules give long, sustained therapeutic 


effect that reduces the number and Effects sedation 


severity of attacks, lowers nitro-glyc- 


erin requirements. without mental or 
With reduced fear of attack your pa- * physical slow down 


tient is encouraged to participate in 
activities to his allowed capacity. © A low dosage of 
Secobarbital is grad- 


ually released with 

| ta Antora over a 10-12- 

“4 hour period to reduce 
th t lex. 
ANTORA or ANTORA-B anxiety complex 


Antora-B aiso minimizes 


One continuous release capsule 
insomnia due to pain 
before breakfast and one before 


the evening meal provides 24- a A and shortness of 
hour prophylactic effect. ea breath on effort. 


Availabie in botties of GO and 
250 capsules. 


in. 


PHARMACEUTICALS Greensboro, North Carolina 
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DICTATING 


offers true “professional” dictating 


transcribing sound and efficiency 


Doctor, Lawyer, Office Chief... here is the sound- 
est practice you can establish to end paper-work 
problems. LISTEN: StenOtape gives you the 
greatest clarity of sound in the dictating field 
today. This 6% lb. compact unit, with its ex- 
tremely sensitive microphone records every word 
perfectly within a 30 foot radius. You can actu- 
ally dictate comfortably from any point in the 
room. Seated and relaxed, you can tape inter- 
views with a patient or client; and because of 
StenOtape’s unique sound-fidelity, your secre- 


Check These Other Major StenOtape Features: 
@ Accurate word-counter. @ Built-in Speaker. @ 4” 
high, weighs only 614 Ibs. @ Travels in handsome 
attache case. @ Low-cost accessories available to 
cover every dictating - transcribing -recording situa- 
tion. @ Precision designed by Geloso, Europe's largest 
integrated electronics manufacturer of communica- 
tion equipment. @ Sales and Service Coast to Coast 


LIFETIME SUPPLY 
FR OF MAGNETIC TAPE 
a MAIL THIS COUPON NOW! 


Vo_uME 8&7, JUNE, 1960 


tary will hear and enjoy every word of your 
error-free dictation. Doctors and Dentists can 
play their post graduate educational tapes on 
StenOtape and enjoy superb playback quality. 
At the office, home or away, StenOtape records 
everything up to 2 hours on one tape... phone 
calls, conferences, dictation, even music! Hear 
the StenOtape difference 


now...it’s an exceptional $ 95 
value! only 


FULL YEAR GUARANTEE Federal Tax Included 


AMERICAN GELOSO ELECTRONICS, INC. 
251 Park Ave. So., Dept. 92, New York 10, N. Y 


' 

1 Gentlemen: Please rush, without obligation, illus- 
' trated booklet “The Facts About Dictating 
' Machines.” I understand that should I decide to 
; purchase a StenOtape this coupon entitles me to 
; « lifetime supply (6 rolls) of reusable Magnetic 
1 Tape worth $15.00.* *Offer expires July 31, 1960 

' 

' 


Name 


Address 


City Zone___ State 
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Doctor... What would paying a bill 
like this do to your personal finances? 


As a doctor, you are well acquainted with today’s extremely high hospital 


and nursing costs. Yet many physicians have done nothing to cushion the 


financial shock of serious illness or injury to themselves or their families. 


PLAN 1. Major Hospital And 
Nursing 


Provides coverage for you, and your wife to age 70, 
and dependent, unmarried children between the ages 
of 14 days and 23 years. Protection up to $10,000 
within 3 years of accident or sickness . . . the some 
sum for any sickness for which payment has been made 
thot recurs after an interval of 12 months. The plan 
pays 100% of room, board and all necessary charges 
for hospital care and treatment. . . 75% of special 
nurse expense in the hospital. You have a choice of 3 
deductible amounts to keep your premiums within the 
range you prefer. Unlike most such plans, premiums 
do not increase with your age. 


PLAN 2. Professional 
Overhead Expense 


If you should be disabled by accident or illness, this 
plan provides an income for you. Amount of income 
is based on your office overhead. You receive dis- 
ability income for 12 months and if disability recurs 
ofter 90 days, income is resumed for another 12 
months. Both plans are underwritten by American 
Casualty Company of Reading, Pa. 


APPROVED BY THE MEDICAL 
SOCIETY OF VIRGINIA 


To protect its members from crippling hospital expenses, 
The Medical Society of Virginia is sponsoring a low-cost 
group insurance program for physicians only. To best 
suit your individual needs, 2 basic types of protection are 
offered (see outline of plans at left). 


HAVE YOUR NURSE PHONE US COLLECT 


Find out why The Medical Society of Virginia has 
approved these plans as the best available protection 
for its members. Have your nurse phone collect for full 
information. There is no obligation and no solicitor will 
call. Already hundreds of Virginia doctors have en- 
rolled. If you, too, have been interested in these plans, 
but lacked the time to seriously study them, please get 
in touch with us today. We will gladly supply additional 
information or an enrollment application. May we hear 
from you today? 


DAVID A. DYER, Administrator 
Medical Arts Building 
Roanoke, ‘irginia 
Phone: Diamond 4-5000 


Be From: Dr. J ohn Jones 
Nursing Care. $10,000 
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PAPAIN 
IS THE 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 
plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 
normal protective vaginal secretions. Meta 
Cine’s pleasant, deodorizing, non-medicinal fra- 


grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 

boxes of 30 individual-dose packets. Dosage: 

2 teaspoonfuls, or contents of 1 packet, in 2 
‘ quarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


BRAVTEN 


‘ 2 = | 
Z 
. 
be 
> 
>, 
— 
| | 
[HA 
: 


The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED , 


| 


PEAK BLOOD ORAL ROUTE PROVIDES IMPROVED 

LEVELS HIGHER INITIAL PEAK ANTIBIOTIC 

HIGHER THAN BLOOD LEVELS THAN ACTION FROM ; 
POTASSIUM INTRAMUSCULAR ISOMERIC 

PENICILLIN V PENICILLIN G COMPLEMENTARITY 


SUPPLY: SYNC\LLIN TABLETS—250 ing. and SYNCILLIN TABLETS - 125 mg. 
SYNCILLIN FOR ORAL SOLUTION —60 mi. bottles— when reconstituted, 125 mg. per 5 wl. 
SYNCILLIN FOR PEDIATRIC DROPS—1.5 Gm. bottles. Calibrated dropper delivers 125 mg. 
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CONSIDER THESE 6 TMPORTANT THERAPEUTIC ATTRIBUTES OF 
hye t ™ 
oft 


potassium phenethicillin (POTASSIUM PENICILLIN-153) 


ANTIBIOTIC REDUCED SOME STAPH 
ACTIVITY RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SYNCILLIN 


TO ORAL DOSE PENICILLINASE IN VITRO 


BRISTOL LABORATORIES, SYRACUSE, NEWYORK \/ ale 
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adaptability to the many and 
| varied clinical contingencles: 
= we believe Digoxin would be 
m thed hoice.” | 
the arug of choice. 
| 
DME & CO. (U.S.A. INC., Tuckahoe, N.Y. 
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Squibb Announces 


Chemipen 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 
therapy 


penicillin 


Asa pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. |} 


With Chemipen it becomes possible as well as 
convenient for the physician to achieve and main- “a 


And the economy for your patients will be of 
particular interest—Chemipen costs no more 
than comparable penicillin V preparations. 
Dosage: Doses of 125 mg. (200,000 u.) or 
250 mg. (400,000 u.), t.i.d., depending on the 
i severity of the infection. The usual precautions 


tain higher blood levels— with greater speed —than a 4 must be carefully observed with Chemipen, as with 


those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.° 


Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 
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all penicillins. Detailed information is available on 
request from the Professional Service Department. 
Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 
250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 
Syrup (cherry-mint flavored, nonalco- SQUIBB 
holic ), 125 mg. per 5 cc., 60 cc. bottles. 
*Knudsen, F. T., and Rolinson, G. N.: 
Lancet 2:1105(Dec.19) 1959 


Squibb Quality—the 
Priceless Ingredient 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 
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tense 
and 
nervous 

patient 


Despite the introduction in recent years of “new and dif- 
ferent” tranquilizers, Miltown continues, quietly and 
steadfastly, to gain in acceptance. Generically and under 
the various brand names by which it is distributed, 
meprobamate (Milltown) is prescribed by the medical 
profession more than any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug, 
evaluated in more than 750 published clinical reports. Its 
few side effects have been fully reported; there are no 
surprises in store for either the patient or the physician. 
It can be relied upon to calm anxiety and tension quickly 
and predictably. 


" WALLACE LABORATORIES / New Brunswick, N. J. 


Usual dosage: One or two 

400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 
200 mg. sugar-coated tablets; 

or aS MEPROTABS*— 400 mg. 
unmarked, coated tablets. 
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when that early Monday morning telephone 


call is from a weekend do-it-yourselfer 


“',.and this morning, Doctor, my back 


is so stiff and sore I can hardly move.” 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


POTENT — rapid relief in acute conditions 


SAFE — for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 
contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect — starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
Ww) WALLACE LABORATORIES, New Brunswick, New Jersey 
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for dryness and itching, prickly heat and rash 
intertrigo, insect bites, other summer skin discomforts 


Sard 


in the bath 


1. Spoor, HJ 


15, 1958 


SARDO acts promptly to help restore needed 
natural oil and moisture’ to dry, itchy skin, by 
helping to re-establish the normal lipid-aque- 
ous balance. Thus SARDO eases irritation, 
soothes, softens, brings sustained comfort. 


USED IN THE BATH, SARDO releases millions 
of microfine water-dispersible globules* to pro- 
vide an emollient suspension which enhances 
your other therapy ... in prickly heat, intertrigo, 


insect bites, skin dryness and itch of atopic der- 
matitis, eczematoid dermatitis, senile pruritus, 
soap dermatitis, etc.’ 


Patients appreciate pleasant, convenient, easy- 
to-use SARDO. Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. 

Write for Couples and literature... 


75 East 55th Street 


Sardeau, INc. new 22, new vor 


© 1959 “Patent Pending, T. M 
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fast? 


Slow it 
down with 


SERP AS|I L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cea) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
suppuep: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 
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meprobamate with PATHILON® tridihexethyi chioride Lederie 


greater flexibility in the contro/ of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 

meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 


Intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: paTHiBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethy! chloride, 25 mg. 


oe Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
= 2 tablets at bedtime. 
%. PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 


and 2 tablets at bedtime. 


Adjust to patient response. 


Contraindications: giaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck 
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a-phenoxyethyl penicillin potassium 
THE ORALLY MAXIMAL PENICILLIN 


Acid stable, highly soluble F asting and Noo-Fasting States / 250 Mg Dose 


Maximal Blood Levels 
Maximal Flexibility 


May be administered without regard to meals. 
However, highest absorption is achieved 
when taken just before or between meals. 


Maximal Oral Indications 
Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


Nom Fest 


AVERAGE SERUM LEVELS Meg 


*Based on 3294 individual serum antibiotic deter- 
DOSAGE: For moderately severe conditions, 125 to 250 minations. Complete details available on request. 
mg. three times daily. For more severe conditions, 500 
mg. as often as every four hours around the clock. f ory 
MAXIPEN, the orally maximal penicillin, 
is a triumph of man over molecule; a 
product of Pfizer Research 


NOTE: To date, MAXIPEN has not shown less allergic 
reactions than older oral penicillins. Usual precautions 
regarding penicillin administration should be observed 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 

units), bottles of 36; 250 mg. (400,000 units), bottles of 

24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION. re- New York 17, N. Y. 

constituted each 5 cc. contains 125 mg. (200,000 units), Division, Chas. Pfizer & Co., Inc. 
in 60 cc, bottles. Science for the World's Well-Being 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as it calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 meg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


eo are 


Acts swiftly- the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 
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ALPEN is the oral penicillin that provides on a fasting stomach 
peak antibiotic blood levels approximately twice as high as oral potas- 
sium penicillin V...and significantly higher than I. M. penicillin G. 
Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 

ALPEN has greater freedom from the G. I. sequelae (overgrowth of 
resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bacteria, and penicillin-sensitive staphylococci. 

HOW TO USE ALPEN Depending on the severity of the infection, 
125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
daily may be used. In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 
hemolytic streptococcal infections, treatment should be con- 
tinued for at least ten days. 

PRECAUTIONS The usual precautions in the administration of 
oral penicillin should be observed. For further details see pack- 
age literature. 

Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 cc. teaspoonful). 


this the tablet 
that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPE 


ALPEN™~—potassium phenethicillin 


: 
% 


check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 


Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: 4 uid 
2 Gm. 


Sulfaguanidine 


EFFECTIVE ANTIDIARRHEAL 


Opium tincture ..0.08 cc. 
(equivalent to 2 cc. paregoric) 


Adults: Initially 1 or 2 tablespoons from ° 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea New York 18, N. Y. 
subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 


Ezempt Narcotic. Available on Prescription Only. 
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night 
combination 


. safe, effective 


antihypertensive therapy 


Rauprote combines two effective antihyperten- 
sive agents— Rauwolfia serpentina for moderate 
tranquillizing and gentle hypotensive effect, 
and Protoveratrines A and B for faster, more 
potent lowering of blood pressure and brady- 
crotic action. The combination produces a 
therapeutic hypotensive effect which is superior 
to larger doses of either drug alone; reduced 
dosage of both components minimizes or elim- 
inates toxic side effects completely.'” 

Clinical studies show the majority of patients 
suffering from significant elevation of blood 
pressure achieve an excellent response to this 
combination.’ 

Rauprote is indicated in management of 
moderate to severe essential hypertension. 


(Rauwolfia serpentina and Protoveratrines A and B combined) 


Supplied: 

In bottles of 100 and 1,000 tab- 
lets, each tablet containing 50 mg. 
Rauwolfia serpentina and 0.2 mg. 
Protoveratrines A and B (alka- 
loids of Veratrum album). 


1. Goodman, L.S. and Gilman, A.: The 
Pharmacological Basis of Therapeutics, 
2nd Ed., Macmillan & Co., New York 
(1955). 


2. Roberts, E.: Four Year Evaluation 
of an Antihypertensive Agent, J. Am. 
Med. Women’s Assn. /3:349 (1958). 


THE VALE CHEMICAL CoO., INC. 


Pharmaceuticals since 1922 
Allentown, Pennsylvania 
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bleedinc 
— 


capillary hemorrhage 
in duodenat ulcer 


habitual and 
tk reatened abortion 


permeability fragility, 
resultant bleeding by acting to n 
integrity of the intercellular 
(cement) of capillary walls. CN.P. is the 
exclusive water-soluble citrus bioflavonoid complex. Readi 
absorbed and utilized, C.V.P. is relatively free (due to spec 
processing) of hesperidin, other 
and inactive flavonoi 


samples (capsules tiom PHARMACEUTICALS 
u.s. vitamin r Street, New York 17, 


more comprehensive 
control 


INDICATIONS 

torticollis, of cer- 

vice! spine -otrvical 

v Treek Crest: costochondritis, intercostal myositit, op 

car strains and sprains, acute low back pain tunspecified), acute 

compression fracture, herniated intervertebral disc, post-dise 

“rigs: acute hip injury with muscle spasm, ankle sprain, arthritis (as of knee), 

by muscle spasm, bursitis, spasm or strain of rouscle or muse 
disease, ccnosynovitis with associated pain and 


‘ 
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ROBAXIN® WITH ASPIRIN 


Many conditions, painful in themse! ves 
ROBAXISAL, the new dual-acting 
the spasm with marked successt Tn 
reported satisfactory results in 86.5‘ 


« A relaxant Component — Kobaxin® — 


painful skeletal muscle spasn:, with wavs. 


anc which has added Value and 


ot 


ten give rise to spasm Of skeletal muscles. 
laxant-analgesic, trea’ both the pain and 


il studies on 311 pattem 12 investigators* 


tac 


i 


freedom from ut 


| 


INDICATIONS: Roeaxmat, is when 
well av relaxant eetlon ia desired in treatment 
muscle spac ami severe concurrent pain. Ty pics) cond:- 
tions are af the back, whipiach amd other to. 
matic injuries, and pain and sparm ated 


arthritis. 
im of A. ies Go.. tne. Mow. Allen 


Ga, Gordon 
Machman, Richmond, Va, A. 


Cc 


Les 


h ROBAXISAL Tableteentains: 


ecogn ced for its prompt, Tong-lasting cclief of 
red sideefiects. 400 my 


cleving effect is mackedty enhanced by Robaxin, 


(S gr.) 325 mg. 


SUPPLY: Ronaxcas, Laminated) 
in bert'es of 109 and 


Alse dajectable, 1.0 Gm. in 
pel, Roo amin lablets, scored) in bottles of 
$0 and $00, 


wn, B. Biliow, New York, 


i 
i oe ¥., B. Decker. Richmond, 
New York, N.Y. N. LoBar, 
{Robins a. H. d 20, Virgi 
Ma ing to integrity . . . seeking tomorrow's. with persistence 


ANOTHER YEAR OF SYMPOSIA... 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 9th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ALL PHYSICIANS 
ARE WELCOME 


ANCHORAGE, ALASKA 
Saturday, June 11, 1960 
The Westward Hotel 

WEST POINT, NEW YORK 
Thursday, Friday, Saturday, 
June 16, 17, and 18, 1960 
United States Thayer Hotel 
*MADISON, WISCONSIN 
Thursday, June 23, 1960 
The Holiday Inn 
“SPRINGFIELD, MISSOURI 
Sunday, June 26, 1960 

The Holiday Inn 
“ROANOKE, VIRGINIA 
Saturday, July 16, 1960 
The Hotel Roanoke 

“SANTA ROSA, CALIFORNIA 
Friday, September 16, 1960 
The Flamingo Hotel 
*KANSAS CITY, KANSAS 
Friday, September 23, 1960 
Battenfeld Memorial 

Auditorium 


HOUSTON, TEXAS 
Saturday, September 24, 1960 
The Shamrock Hilton Hotel 


DEFIANCE, OHIO 
Wed., September 28, 1960 
Defiance College 


PHILADELPHIA, PENN. 
Sunday, October 16, 1960 
The Sheraton Hotel 


*HARTFORD, CONNECTICUT 
Thursday, October 20, 1960 
The Statler Hotel 


*GREAT FALLS, MONTANA 
Saturday, October 22, 1960 
The Rainbow Hotel 


ROCHESTER, NEW YORK 
Wednesday, October 26, 1960 
The Manger Hotel 


CHARLESTON, WEST VIRGINIA 
Sunday, October 30, 1960 
The Daniel Boone Hotel 


SIOUX FALLS, SOUTH DAKOTA 
Tuesday, November 1, 1960 
The Sheraton-Cataract Hotel 


*CHARLOTTE, N. CAROLINA 
Thursday, November 3, 1960 
The Hotel Charlotte 


*CLEVELAND, OHIO 
Wednesday, November 9, 1960 
Pick Carter Hotel 


*SOUTH BEND, INDIANA 
Friday, November 18, 1960 
The Pick-Oliver Hotel 


WESTCHESTER COUNTY, N. Y. 
Wednesday November 30, 1960 
Westchester Country Club 


ST. PETERSBURG, FLORIDA 
Saturday, December 3, 1960 
Tides Hotel and Bath Club 


*Acceptable for Category | Credit for members of American Academy of General Practice 


a> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River. N.Y. 
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Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
your patient's depres- 
sion is relieved and her 
anxiety calmed—often in 
two or three days. She 
eats properly, sleeps 
well, and her depression 
no longer complicates 
your basic regimen. 


Lifts depression...as it calms anxiety! 


For pregnant, postpartum and menopausal patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 

In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this may be gradually increased up to 3 tablets q.i.d. 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no psychotic reactions. 

Deprol does not cause hypotension, tachy- 
cardia, jitteriness, or liver toxicity. It can 
be safely administered with basic therapy. 


“Deprol* 


Composition: 1 mg. 2-diethylaminoethy! benzilate hydrochloride 


(benactyzine HCl) and 400 mg. meprobamate 


Supplied: Bottles of 50-light-pink, scored tablets. Write for 


literature and samples. 
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brand of prednisone-phenylbutazone 


2 well balanced therapy 
in all forms 


The combined action of 
phenylbutazone and pred- 
nisone in Sterazolidin results 
in striking therapeutic benefit 
with only moderate dosage 
of both active agents. 


In long-term therapy of the 
major forms of arthritis, 
control is generally main- 
tained indefinitely with stable 
uniform dosage safely below 
that likely to produce 
significant hypercortisonism, 


In short-term therapy of more 
acute conditions Sterazolidin 
provides intensive anti- 
inflammatory action to assure 
early resolution and recovery. 


Sterazolidin®, brand of prednisone- 
phenylbutazone: Each capsule 
contains prednisone, 1.25 mg.; 
Butazolidin® (brand of phenylbuta- 
zone), 50 mg. ; dried aluminum 
hydroxide gel, 100 mg. ; magnesium 
trisilicate, 150 mg. ; homatropine 
methylbromide, 1.25 mg. Bottles 
of 100. 


Geigy, Ardsley, New York 
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an analgesic, a mild sedative is ae indi- 24 acetyl-p-aminophenol is potentiated | by 
eine to avoid the restlessness whic the inclusion of butabarbital sodium. ' 

sultant effectiveness against pain ar 


unique combination of drugs in easy 

liquid form provides a preparation that i 

highly useful wherever allaying of 
discomfort, fever, or res’ ; 


SAMPLES AND LITERATURE | 
GLADLY SENT woe: REQUE: 


unique drug combi : 
ist 
= 


to prevent 
and clear up 


rash 


CONTAINS. 
Norwegian 
Cod Liver Ow 
Zinc Oxide 
Taicum 
Petrolatum 
Lanolin 


Manufactured by 
DESITIN CHEMICAL CO. 


Providence, 


OINTMENT 


Physically Desitin ointment assures constant protection against the irrita- 
tion of urine and excrement. 


bacteriostatically it markedly inhibits ammonia-producing bacteria. 


therapeutically Desitin Ointment soothes, lubricates—and stimulates 


healing by means of high grade cod liver oil, rich in 
vitamins A and D and unsaturated fatty acids. 
samples and literature available from... 


DESITIN CHEMICAL COMPANY »* 812 Branch Avenue, Providence 4, R. |. 
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announcing a major event 
in anticoagulant therapy... 


Certified—before introduction—by 5 years of clinical experience 


and published reports in the U.S.A., Canada and Great Britain. 


anisindione 


new oral prothrombin depressant 


CONETO!] at every stage of anticoagulant therapy FAPICIty 
of induction and recovery time PYECACtabiLity of initial 
and maintenance dosages Sta DILIY of therapeutic prothrombin 
levels during maintenance therapy FEVETSIDILICY of anti- 


coagulant effect with vitamin K, preparations...rapid return to 


therapeutic levels on remedication 


‘Well tolerated and relatively nont 
“no nausea and vomiting, proteinu 


d 
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. DARVO-TRAN” relieves pain more effectively than 
the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain- 

anxiety spiral. In Darvo-Tran, the tranquilizing properties of Ultran* are 

added to the established analgesic effects of Darvon® and the anti-inflam- 

matory benefits of A.S.A.*. Clinical and pharmacologic studies have shown 

that when pain is accompanied by anxiety, the addition of Ultran enhances 
Fi and prolongs the analgesic effects of Darvon. 


Each Pulvule® Darvo-Tran provides: 
Darvon ... . 32 mg.—TO RAISE PAIN THRESHOLD acety/salicylic acid with phenaglycodol, 
AS.A.. . . . . 325 mg.—TO REDUCE INFLAMMATION 
Ultran. . . . 150 mg.—TO RELIEVE ANXIETY phenag ”) 

hene hydrochloride, 


Usual Dosage: 


Es 1 or 2 Pulvules three or four times daily. AS.A.® (acety 


acid, Lilly) 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


020407 
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Guest Editorial... . 


This I Believe 


R. JOHN CHALMERS DACOSTA used to « 


down the ladder not to interfere with the progress of younger members of the 


aution older doctors on their way 


profession on their way up 


Mindful as I am of the meaningfulness of his admonition in that regard and pos- 


sessed of an aversion to cluttering up the fresh air and sunshine of today with possibly 


musty ideas of vestervear, it is in the face of « mnsiderable trepidation that I accept an 


invitation to write a guest editorial for the Virginia Medical Monthly. 


In any event I was honored and flattered to have been considered worthy of such 


° recognition as is inherent in Dr. Warthen’s invitation. 
In “Tom Jones,” Henry Fielding observed that one who presumed to write should 
provide his potential readers with a declaration, in advance, of what he intended to 
, record, similarly as a proprietor of a public eating place provides a bill of fare for 


his prospective customers. Having thus been notified the reader, like the customer, is 


tree to either take or leave the offering 
It occurs to me that one who has been exposed to the various facets or disciplines 


of the practice of medicine for in excess of 40 vears (if the time spent in medical school 
is counted) must inevitably be lef 


ft with certain rather definite impressions. I believe 


I am so imbued and in compliance with the doctrine of Mr. Fielding I shall simply 
state it 1s my intention to set { 


t forth, in a manner that may be somewhat hodgepodge 
but not purposely so—some tenets born of experience, 


some views that have appeared 


some convictions that have been engendered by my ob- 
servations along the way. These comments wil] 


to become fixed with time and 


relate (a) to matters of a strictly 
clinical nature and (b) to the current status and needs of medicine 


as a profession. In 
fewer words: 


the bearing is initially clinical and then administrative. 
Therefore, to the end that the element of orderliness in arrangement may not be com- 
pletely disregarded, starting in the region of the head and proceeding caudalward: I be- 
physiological purpose, that of watchmen, 


important systems, the respiratory and the digestive. 
and their removal, for no reason other than their presence, is wrong. In substantiation 


of this view I would cite the relatively greater 


lieve that tonsils are provided for a definite 


so to speak, at the gateway to two 


predisposition towards cervical ade- 
nopathy—in association with acute colds 


on the part of those without tonsils in con- 
trast to those with tonsils 
I believe there is a correlation between acute tonsillitis and acute appendicitis. Time 


and space will not permit me to elaborate upon my reasons for thinking thus and so. 


three year tour of duty at the hospital of 
the U. S. Naval Academy at Annapolis, I had 


Suffice it, in anv event, to sav that during a 


occasion to observe many Midshipmen 


during epidemics of acute respiratory infections, and it was conspicuously notable that 

among this group (all of approximately the same age, of sex, and following 

the same routine with respect to diet, sleeping and exercise) with each rise in the 

incidence of acute tonsillitis, acute appendicitis also rose in a corresponding degree 

It, at the same time, seems strikingly odd, however, that the two conditions existing 
concurrently in the same individual were not observed in a single instance 

I believe the manner of dress, particularly the protection of the upper chest and 

rtant in the prevention of acute colds. At San Diego, California. the 

ing Station and that of the U.S. Marine Corps are on adjacent compounds 

ages of the recruits in the two service branches and their routines of 

of living were quite similar. Nevertheless, the hospital admission rate 

ruits with acute upper respiratory infections was from 50 to 75 higher 


} 


Marine recruits. The major difference between the two groups was that 


ore Jumpers open at the neck while the Marines wore shirts with buttoned 


t meningococcic meningitis is not contagious. In a careful and prolonged 


survey at the U.S. Naval Training Station, Great Lakes, Ilinois. it was established 


that there was no space or proximity relationship between the numerous ca if spinal 
meningitis that developed in the barracks. Neither was there a relationshi; 
those who showed positive meningococcus cultures from their naso pl wes and those 


who subsequently developed meningitis. The incidence of meningitis among those wh 


had } iously shown positive cultures was no higher than among those with pre 
} 


gative cultures. 


I believe that cancer of the stomach, once it has become well enough defined to be 


macroscopically recognizable as such in the gross resected specimen, is about 
less of cure by any means as is a malignant melanoma. In my experience, all pa 


upon whom a diagnosis of cancer of the stomach had been « orrectly made preope ratively, 
no matter how early, and all of those in whom the existence of cancer was obvious at 
he time of operation, ultimately died of cancer, regardless of the extent to which 


gal 


surgery was carried, i.e., whether partial or total gastrectomy 


‘ptic ulcer is a local manifestation of a systemic disease and that, as vet, 
no satisfactory explanation has been advanced for the occurrence of an open lesion per 
se any more than a plausible explanation has been offered for the formation of apht 
ulcers of the mouth, “fever blisters” on the lips or as to why a skin 
exanthematous disease shows a distribution and configuration characteristic 


disease while another is characterized by a rash of a different pattern 


I was taught in medical school—and for a long time was a devotee to the doctri 
that a perforated peptic ulcer was a surgical emergency of first magnitude 
that unless closed by suture the patient would inevitably die. There was a time lapse 
schedule between perforation and closure according to which the prognosis was good 
ud, grave or hopeless. I believe the validity of th: hing is subject 
qualification. Undoubtedly many-——in fa he majority—of perforations 
wr duodenal ulcers will lead to a fatality in the absence 
vention. On tl t] hand, it is not at all uncommon for smaile1 
close spontaneously. I have seen an appreciable number of classical 
forated peptic ulcer with all of the pathognomonic signs, including 
diaphragm revealed by x-ray, a board like rigidity over the epigastrium 
upon exposing the gastro-duodenal area, it was necessary to peel away 
off a well defined layer of plastic exudate in order to find 
How to determine which perforations have sealed over or will do so. and 
ill remain open and produce a fatal peritonitis unless closed surgically, poses 


a question too delicate to quibble over. In other than an exceptional case now and 
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then, when, for well advised reasons, the surgeon may 


] 


be re asonably certain the per- 


foration has sealed itself off, surgi intervention is of course eminently justified 
indeed imperative 

I believe surgical nti } moval from the stomach or intestines of 
inv foreign bods hi eel illo by an individual—and I have particularly 
in mind open safety pins swallowed by children ner unnecessary. It has 
heen my experience that most foreign bodi ind oj safety pins have been no 
exception will pass through the int ine with surprising ease and promptness Hair 
swallowed by the insane is an ex 

I believe perforations of the intesti I It ! water blast (a condition to 
which Navy doctors—particularly th whi - Pacific during World War 
Il—are no strangers) are due to sudden compr m of the submerged part and the 
physical principal of | ind never to wat ing forced into the bowel through 
the victim's rectum 

I believe that by and larg: hnically the poores 


done has been re | very wlieve anv surgeon who ij r unable to 


the post 


operative of houldn't do rect irgery. Closely allied with rectal sur- 


} 


gerv have been tl ariot u i] maneuvers designed for the removal 


of pilonidal 
I believe t il removal of pilonidal cyst that has never been acutely 

} — } i? +! +} 

nvolved but simply it i il advised. In the armed services and spe- 


days have been compiled as a 


first intention hea following excision of pilonidal cysts than from 


iny other surgical procedure his is no ] ntly preferable type of operation 
removal of a pilonidal cyst I] seasoned surgeons know that the multiplicit 
methods recommended is in itself an attestation that no known method is ideal 

I believe that the gas responsible for gaseous distention of the abdomen in the pres- 
ence of intestinal obstruction is generated within the viscus and is not to any significant 
extent accountable for in terms of swallowed air 

I believe that the failure of kidnev function following crushing injuries is no dif- 
ferent from the failure of kidney function under any shock producing set of circum- 


stances I believe the attempt to iscribe kidney failure to some element pec uliar to 


crushing injuries in a large series Of Cases reported upon in London in ident to the 


bombing raids early in World War II was in a large measure a misfire. There may 


be such a thing as the blockage of kidney tubules by hematin crystals or some other 


substance liberated by crushed muscle tissue. as tl 


the experts have tried to establish. I 
nevertheless believe that the kidnev’s tolerance of a reduced oxygen supply is very 
delicate and that when reason of a marked drop in blood pressure, which is both 
i cardinal cause and an effect of shock (whatever the circumstances under whi h it 
occurs, whether from a crushing wound, a gunshot wound or indeed as a result of 


surgery in the operating room) the oxygen supply to the kidney is reduced beyond a 


level and remains below that level | 


vvond a critical time interval the kidney 


will cease to function. And whenever such a set of circumstances is responsible for that 


cessation it can never again be mad resume its function any more than a brain 


} 


has been deprived Ol OXVYE riti i ‘ made to recover its 


+} 


function. I believe that kidney ilure associated with injury or operation can, in 


be explained in terms tl 


main Mit simple, and an attempt to formulate an explana- 
tion involving some specific substance or bizarre set of principles is pointless. 

While I am confident that never has so excellent a brand of medicine or surgery 
been available to the citizenry of this nation as at present, I believe all is far from 
well in the house of medicine at this time. For those who are interested in the impli- 


cations of this comment—and all members of the profession of medicine should be 
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interested—I would invite their attention to a report entitled, “Physicians for a 
growing America,” submitted last October by a Consultant Group on Medical Educa- 
tion appointed by the Surgeon General of the U. S. Public Health Service. Many of 
the facts brought to the fore in that report are astounding and certainly should be the 
concern not only of the standard bearers of medicine but of the public at large. 

More definitively than the broad recommendations of the consultant group in point, 
I believe the following concepts should be immediately implemented : 

(1) Streamline the formal course of medical education by eliminating non-essentials 
during the first half and point towards the specialization of the student's choice during 
the second half of the standard four year course in medical school. 

(2) Establish a more liberal policy with respect to academic grades as a requisite 
for admission to medical schools. It is the aptness of a student after, rather than 
before, he enters upon the study of medicine that determines his competence as a doc- 
tor. Some individuals like plants bloom and bear earlier than others 

(3) Insure the availability of an adequate number of physicians to meet the needs 
of the armed services by the provision of an independent system of supply. The source 
of supply, i.e. the nation’s medical schools, should be the same for both civilian and 
service needs. The capacities of the already existing medical schools should, through 
government subsidy, be increased and new schools established to meet these needs 
This, I believe, should have been done a decade ago when it became obvious that the 
supply of physicians in America was inadequate and the likelihood of appreciable 
improvement by any means short of government control appeared dismal indeed 

(4) I have for long believed that military medicine was sufficiently unique in its 
requirements, sufficiently distinct in its mission and sufficiently meritorious through 
its achievements to warrant being considered a specialty sui generis, and being accorded 


such recognition as would be inherent in its own specialtv board his concept, I 
believe, has never been more bona fide than today 

(5) Bring the cost of medical care within ready reach of all of the people all of the 
time 

(6) Give medical research the fairest wind and the most careful and able navigation 


it is possible to provide. The wind and the waves are always on the side of the ablest 
navigators 

That the measure of the world is man has for long been recognized as a truism 
but a truism in only a limited sense, to be sure. 8y a similar token the measure of the 
universe may also be said to be man—in-so-far as man personally, is able or will ever 
become able, to explore it. That the answer to the somewhat trite question: “Where 
do we go from here?” lies and will continue to lie within the province of medicine 
can scarcely be denied. How far and how fast man will be able to travel into space 
and return to earth intact must depend upon the capabilities of astronautical medical 
research to come to terms with the forces of nature and extraterrestrial environment 
This I believe currently constitutes medicine's most formidable, but not necessarily its 
most important challenge. 

Of greater immediate importance than flying into space, I believe, is a recognition 
of the demands of the times here at home—the demands of what we have to admit is 
progress and it devolves upon the leadership of what we are accustomed to regard 
as organized medicine in America to come to terms with these demands—to get into 
step with history that is in the making for there is only one alternative and that is to 
be run over by it. 


LAMONT PucH, M.D. 


3579 South Stafford Street 
Arlington 6, Virginia 
Eprror’s Note: Dr. Pugh entered the Medical Corps of the U. S. Navy upon graduation from 


the University of Virginia in 1923 and recently retired after serving over 33 years. From 
1951-1955 he was the Surgeon General in the Navy. 
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Although plant dermatitis is fre- 
quently seen, it continues to be 
difficult to prevent and trouble- 
some to treat. This paper discusses 
the offending plants, the treatment 
of the dermatitis, and the preven- 
tion of the disease. 


ie FOLLOWING THE LITERATURE I have 
concluded that of all the sources of allergic contact 
dermatitis the plant kingdom provides most of the 
causes. In this paper some of the most common 
allergens, management of plant dermatitis, and 
hyposensitization are discussed. For practical pur- 
poses, the allergens producing dermatitis venenata 
may be divided into three principal groups: poison 
ivy and other members of the family Anacardiaceae 
a heterogeneous group of plants, and pollens 

Poison ivy is the most important single cause of 
contact dermatitis. Because of the relative ease with 
which people can become sensitized to it, it has 
become one of the principal means for clinical and 
experimental studies on the subject. The recent syn 
thesis of various components of urushiol has led to 
more intensive investigations in immunology and 
hy posensitization with the catechol derivatives. Shel- 
mire,’ in the 1940's, conducted extensive studies with 
potson VV and weed oleoresins, and more recently 
Kligman® worked with 3-pentadecylcatechol and com 
pared it with the oleoresins. Many others have 
worked extensively in the chemistry and clinical 
investigation of plant allergens but I do not think 


it necessary to mention them here. 


*Adapted from a paper presented at the Thirtieth 
Annual McGuire Lecture Series and Symposium on 
Dermatology, Medical College of Virginia, November 
12-14, 1958 


From the Department of Dermatology, The Cleveland 


Clinic Foundation, and The Frank E. Bunts Educational 
Institute, Cleveland, Ohio. 
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GEORGE H. CURTIS, M.D. 
Cleveland, Ohio 


FAMILY ANACARDIACEAE 


I thought it would be of interest to present some 


if the members of the family Anacardiaceae which 
are sources of dermatitis (Table 1). The various 
catechols with saturated and unsaturated fatty acid 
side chains are the allergens in these plants. Cross- 
sensitivity to the various catechol allergens is regu- 
larly found in the sensitive individual. Three- 
pentadecyleate hol, which I will hereafter speak of 
as “PDC,” is the most stable of the allergens and 
is the one Kligman* used in his extensive studies. 

Ihe two plants that are the chief sources of Rhus 
dermatitis in the United States are poison ivy and 
poison oak. Poison oak is limited to the western 
United States from New Mexico to British Columbia. 
!t grows only as a tall bush; its leaves are hairy on 
both surfaces and, although variable in shape, re- 
semble oak leaves. Poison ivy may grow as a short 
bush or shrub, a vine, a trailer, or a woody vine. It is 
the well-known three-leaflet plant with white berries 
At a certain stage the leaf tips are red. The upper 
surface is smooth and the under surface is hairy. 
Poison sumac, although of less importance, is a tall 
bush with from three to seven leaflets on each long, 
reddish stem. 


As to the mode of contact, some individuals believe 
themselves to be so sensitive that merely being close 
to the poison ivy plant will precipitate dermatitis. 
However, it has been shown that the pollen does not 
contain the allergen and that even direct contact with 
the unbroken leaf does not pre xluce dermatitis. Smoke 
that is absolutely free of unburned particles of the 
sap does not cause dermatitis. Because spring brings 
many people to the woods, and fall lures the hunter, 
the incidence of dermatitis is greater in these seasons 
than in the others. Fomites such as clothing, ani- 
mals, hunting and fishing equipment, golf clubs, 
automobile tires, and construction machinery may 
carry the dried sap. For example, several attacks 
of dermatitis on the lower portions of the legs of a 
golfing friend of mine were traced to golf club heads. 
He knew poison ivy, but was a golfer who spent 
some of his time swinging clubs in the brush. He 
also had a habit of gently stroking his legs with the 
club heads. 
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I think we are familiar with the morphology of 
the dermatitis produced by direct contact with outdoor 
plants: the lesions tend to be arranged in streaks 
on the exposed surfaces, and in patches on other 


parts, due to the transfer of sap by the hands. The 
seve rity of the eruptior ind of the secondary id 
is determi! 


eruption vy the degree of sensitivity 


of the individual. The oral mucous membranes may 
become sensitized either by chewing the leaf or on 
contact with the allergens 


Figure 1 shows ivy dermatitis on the legs of a 


Fig. 1. Ivy dermatitis on the legs of a woman, showing 
the characteristic streaked pattern of the lesions 


nurse who recently immigrated to the United States 
from Germany. She spent her first vacation in 


icquired her first attack. The 


Florida, where she 
dermatitis appeared exactly seven days after her 
exposure to poison The characteristic streaked 
pattern of the dermatitis is clearly evident 

Figure 2 shows ivy mucositis in a lad of 15 years, 
who, on several occasions proudly demonstrated to 
friends his immunity to poison ivy by chewing some 
leaves. He chewed them once too often! and mucositis 
developed, involving the mouth and tongue. The 


reaction appeared on the day after the exposure 


Dermatitis of the skin did not occur, although a 
patch test with ivy oleoresin was positive. 

In addition to producing the skin eruption, fever, 
and other toxic manifestations, poison ivy may pro- 
duce other less well known manifestations, espec ially 
in severe cases. Leukocytosis and eosinophilia of 
the blood are common. Eosinophilia also frequently 


occurs during hyposensitization therapy. Eosino- 


philia in the tissues at the sites of lesions is common. 
Renal damage approaching glomerulonephritis, with 
fatality, as an allergic reaction of the kidneys has 
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Fig. 2. Ivy mucositis on the face of a 15-vear-old boy 


who had chewed poison ivy leaves to demonstrate his 
“immunity 


although the allergy has been ques 


been reported ,* 


tioned by Templeton, Lunsford and Allington* and 
Kligman.* 


in as high as 50 per cent of poison ivy patients 


Proteinuria has been reported® to occur 
Again, these findings have not been confirmed.*# 
Urticaria is uncommon in untreated Rhus dermatitis 
but common during hyposensitization. In untreated 
cases usually the eczematous lesions are so prepon- 
derant as to mask the anaphylas tic component Other 
reactions are id eruptions and dyshidrosis, which are 
likely to be overlooked 


depigmentation at the sites of the lesions 


and occasionally there is 


A HETEROGENEOUS GROUP OF PLANTS 


The in idence of dermatitis caused by a large 
number of heterogeneous plants is by no means smal] 
Probably the greatest number of cases are contracted 


in an industrial environment 


Edible vegetables and 
fruits cause dermatitis among farmers and workers 
on truck and fruit farms, in the processing industries, 
in stores, restaurants and in homes. Flowers, trees 
and shrubbery cause dermatitis among workers in 
the horticultural and processing industries, extend- 
ing through the florists and into the home. Dermatitis 
caused by trees, weeds, and shrubs occurs: among 


foresters and field workers for construction of rights 


of way through wooded territory; in the lumber 
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industrv, among lumbermen, 


processing, fabrication, and chemical extraction, car 


penters and persons working at home (using objects 


with wooden handles). Shelmire! routinely tests out 


Taare 


PLANTS OF THE FAMILY ANACARDIACEAE WHICH CAUSE 


Ruus 


Scientific name Common name 


Semicarpus anacardium India ink tree or mark 
ing nut for laundry 
Mangifera indica Mango fruit 
Anacardium occidentale Cashew nut 
Rhus toxicodendron vernicifiua Lacquer tree 
Rhus toxicodendron radicans Poison ivy 
Rhus toxicodendron diversilobz Poison oak 


Rhus toxicodendron vernix Poison sumac 

door workers with extracts of 56 weeds and grasses 
Most of the patients we see at the Cleveland link 
are farmers, horticulturalists, housewives, gardeners 
florists, carpenters, patternmakers, and a few ar 


held workers The patients cooperate by collecting 


samples of contact materials such as fruits, vege 


tables, flowers, weeds, sawdust, scrapings from 
wooden handles, and musical instruments, for patch 
tests. In addition to the extracts we have a supply 
of various pollens and oleoresin extracts on hand for 
patch tests.* 


Figure 3 shows acute dermatitis in a florist, pro 


Fig. 3. Acute dermatitis on the hands of a florist, pro- 
duced by contact with chrysanthemum plants 


duced by chrysanthemum. During the height of the 
dermatitis on the hands he experienced a generalized 
id eruption on the face, the V area of the chest, and 


* Those who are interested in patch tests for weeds, 
rasses, trees, shrubs, in local geographic areas of the 
country, may obtain lists of plants as well as oleoresins 
for tests and hyposensitization, from Graham Labora- 
tories, Dallas, Texas. We obtain pure pollens from 
Hollister-Stier Laboratories, Chicago, Illinois. 
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workers lumber 


Fig. 4. Positive patch tests for chrysanthemums and rose 
leaves, respectively, in a garden-loving housewife 


the upper and lower limbs. Despite our attempts at 


hyposensitization, this patient also became sensitive 


to several other floral plants to such an extent that 
the dermatitis became nonseasonal, and he finally 


gave up being a florist. Figure 4 shows positive patch 


t 


tests to chrysanthemum and rose leaves in a house- 


wife who spent much time in her flower gardens. 
POLLENS 


Dermatitis from pollen is another type of plant 
dermatitis. The shell of the pollen grain contains 
the allergen, a resin-like material. Reactions occur 
mostly in persons who are farmers, gardeners, car- 
penters, salesmen, and field workers, who work out 
of doors and have contact with pollen-bearing plants. 
The typical seasonal appearance is often masked 
because of the se ondary factors of chronic ity, neuro- 
genicity, and infection, which prolong the duration 
bevond the pollen seasons. However, in those who 
suffer from the dermatitis throughout the vear, a 
careful history will show that exacerbations occur 
during the respective seasons for the various pollens. 

rhe principal sites of the dermatitis are the ex- 
posed surfaces, namely, the face, neck, V area of 
the chest, arms, and legs. Early in the course the 
dermatitis is usually delineated by clothing. Figure 
5 shows a patient with ragweed dermatitis. Note 
the sharp delineation of the dermatitis by clothing. 
This pattern is always suggestive of the so-called 
“air-borne” dermatitis. The dermatitis is usually 
subacute, but vesiculation may be found on the areas 
where pollen grains have adhered. The diffuse and 
even distribution of the eruption is attributed to the 
coalescing of minute individual papules produced by 
the grains of pollen. 
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Fig. 5. Ragweed dermatitis in a man; note sharp de- 
lineation by clothing 


The relationship between contact and atopic types 
of pollen dermatitis is of interest. In some patients, 
exacerbations of dermatitis in the summer, 
aside from those due to humidity and sweating, are 
thought to be due to pollens. The contact dermatitis 
is due to the oil fraction, while the atopic or anaphy- 
lactic dermatitis is due to the water-soluble fraction. 
Waldbott’ has noted exacerbations of atopic derma- 
titis produced by contact with pollens, and also that 
in atopic dermatitis, treatment with oil extracts has 
been effective and that in contact dermatitis treatment 


been effective. We have 


with aqueous extracts has 
frequently noted both the immediate and the delaved 
48-hour papular response with aqueous extracts in 
atopic dermatitis. Occasionally, using pollen and its 
aqueous extract, we have obtained a positive patch 
test with the pollen, as well as the delayed papular 
reaction to the extract, in the same patient who has 
atopic dermatitis. This conforms to the concept that 
in plant sensitivity the sensitivity is systemic with 
both anaphylactic and eczematous antibodies. 

A good history of the approximate dates of flare- 
ups will help to eliminate the application of an 
unnecessary number of patch tests. Lists of plants 
with the dates of pollination are a great help in 
selecting the most likely tree, grass, and weed pollens 
or oleoresins for testing. Patch tests may be applied 
with pollens, oi] extracts, and leaves of plants. 
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The patient shown in Figure 6, a farmer's daugh- 
ter, gave positive patch tests to pollens of ragweed, 
corn, and several of the grasses. 


Fig. 6. Patch tests positive to pollens of ragweed, corn, 
and several grasses, on the back of a farmer's daughter 


MANAGEMENT 


For practical purposes, it seems preferable to con 
sider the management of plant dermatitis from three 
asper ts: (1) topic al prevention, (2) topr al and 
systemic treatment, and (3) specific hyposensitization 

(1) Topical preventive measures include washing 
the skin after exposure, use of top al detoxicants 
and teaching the individual to avoid the noxious 
plants and to be aware of possible fomites at all 
times. My experience with the detoxicants is limited 
to patients who report using them without benefit 
Kligman? believes that detoxicants, including the 
ion-exchange resins, chelating agents, and the cor- 
ticosteroids, are of no value in preventing derma- 
titis. I have learned about the inadequacy of washing 
the skin, from patients who have tried strong soaps, 
kerosene, gasoline, paint solvents, and turpentine 

(2) In topic al treatment various preparations con- 
taining the corticosteroids have been ineffective in 
the acute vesicular and bullous stages. Antieczema 
tous lotions such as calamine lotion or liniment con 
taining antipruritics, wet dressings and/or baths 


with potassium permanganate are the most satisfa 


tory. In subacute and chronic phases, lotions and 


ointments containing the corticosteroids are bene- 
ficial. Systemic treatment with corticosteroids and /or 
corticotropin is mandatory in severe cases, and for 
emotionally 


hyperreactive patients. The 


equivalent of from 200 to 300 mg. of cortisone, 


dosage 
and/or 40 units of corticotropin, daily, is indicated 
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during the first two or three days. Intravenous 
infusions of corticosteroids or corticotropin may be 
necessary. For some time now, the phylactic treatment 
with the extracts has been considered unnecessary 
and dangerous, Certainly the advent of corticos- 
teroids and corticotropin has made this type of 
treatment obsolete. 

(3) Hyposensitization in poison ivy and weed 
dermatitis has been extensively investigated by Shel- 


mire 


and Kligman.* Shelmire’s' schedule with 


oleoresins has become well established. Kligman* 
has established a regimen with PDC. Both deplore 
parenteral hyposensitization with the oleoresins and 
PDC, 
Taste 2 
HYPOSENSITIZATION WITH OLEORESINS*: 
or Porson Ivy ano Weeps 
(after Shelmire!) 
Dose 
Ist week, 1 drop daily in No. 1 capsule 


Dilution 
1:100 
2nd week, 2 drops daily 
Thereafter increase dose more rapidly 
to tolerance 
1:50 One half of number of drops in last 
dose of 1:100 dilution 
Increase to tolerance 
1:25 One half of number of drops in last 
dose of 1:50 dilution 
Increase to tolerance 
* Total dose—30 ml. each of 1:100, 1:50, and 1:25 dilu- 
tions. 


Time—8 to 9 mo 


lable 2 shows Shelmire’s' method for both poison 
ivy and weed hyposensitization with oleoresin given 
orally. When the daily dose is increased by one drop 
weekly 


to take the required amount 


it usually requires eight months or more 
In mild to moderate 
sensitivity, hyposensitization may require only two 
or three months. The regimen should be repeated 
every vear. 

The schedule of oral hyposensitization with PDC 


devised by Kligman® is shown in Table 3. He states 


Taste 3 
Orat 


(after Kligman?) 


PDC 10% in ethyl alcohol with 


2.5% Aerosol OT and 0.1% Tenox 
Week Dose 
1 1 drop daily 
2 2 drops daily 
3 3 drops daily for 4 days; 
4 drops daily for next 4 days 
4 to ? Increase by 1 drop every 4 days to 


daily total of 30 drops until a total 
dose of 35 ml. has been taken 


§ drops or less daily 


Maintenance 
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that PDC may not be available in the immediate 
future because of the costliness of synthesis. The 
drops are added to a full glass of water, stirred with 
a glass rod, and drunk through a disposable straw. 
For the average patient the dose of 30 drops daily 
is continued until 35 ml. has been ingested. A daily 
dose of 5 drops or less will usually maintain hypo- 
sensitization. When PDC becomes readily available 
it will probably be dispensed in tablets, because of 
its stability. 

Kligman’s* method of parenteral hyposensitization 
is shown in Table 4. He believes that this schedule 


TABLE 4 
PARENTERAL HYPOSENSITIZATION WITH PDC 
(after Kligman?) 


PDC 10% in sesame oil with 0.1% Tenox 


for intramuscular hyposensitization 


Week Solution PDC 
(ml.) (mg.) 
1 0.03 3 
2 0.60 6 
3 0.10 10 
4 0.20 20 
5 0.40 40 
6 0.60 60 
7 0.80 80 
8 1.00 100 
9-31 1.00 100 
Maintenance: every 
6 to & weeks 1.00 100 


of treatment by intramuscular injection of PDC is 


conservative and provides adequate hyposensitization. 


However, the method is impractical: too many injec- 
tions are required and adverse reactions are too 


numerous and severe. Oral hyposensitization is 
preferable. 

Untoward reactions in oral hyposensitization are 
urticaria and other id eruptions, stomatitis, pruritus 
ani, and less often flare-ups of healed sites, and dyshi- 
drosis. According to Kligman? severe reactions prac- 
tically never occur in conservative oral hyposensiti- 
zation. In some patients, continuation of hyposensi- 
tization is blocked by side reactions. Small doses of 
corticosteroids or of corticotropin, 40 to 80 units 
twice weekly, will suppress the reactions so that 
treatment can be continued. 

There has been much discussion relative to the 
value of quantitative patch testing during the hypo- 
sensitization regimen and during maintenance of the 
hyposensitivity. While the method of control seems 
ideal, in office practice it is impractical. The end 
point for determining the progress of hyposensitiza- 
tion is the highest dilution that produces a positive 
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reaction at each testing. Interpretation of the results 
involves evaluation of reduction in degree of the 
dermatitis and the increase in concentration necessary 
to produce dermatitis by the patch test. 

The advantages of hyposensitization are threefold: 
(1) shorter duration of an attack of dermatitis, (2 


} 


less spread of the eruption, and (3) milder derma- 


titis. The protection is partial and relative, depend- 
ing on the degret of exposure. Estimates of the 
duration of hyposensitivity vary from months to 
years. In controlled experiments among prison in- 
mates, Kligman* found that maximum hyposensiti- 
zation lasted for from four to six weeks after oral 
prophylaxis and for from eight to 10 weeks after 


intramuscular treatment, after which the hyposen- 


sitivity began to wane slowly until maximum sensi- 


tivity returned in about six to eight months 
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pital environment has represented a psychological 


hazard The children are threatened by separation 
from their parents, fears of abandonment, and pain- 
ful, frightening procedures in the hands of strangers. 

“Since the mother may have the best access to the 
distorted fears of the young child, she can most 
effec tively reassure her child. “4 

Therefore, the mother is not replaced by the nurs- 
ing or medical staff. On the contrary, the physician 


and nurse help the mother take care of her child 
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At The University of Virginia 


Dr. Robley Dunglison was born in 
Keswick, England, in 1798. He 
came to the University of Virginia 
in 1825 and taught anatomy, sur- 
gery, the history of the progress 
and theories of medicine, physi- 
ology, materia medica and phar- 
macy. His salary was fifteen 
hundred dollars with an additional 
Bs amount from student fees. 


i WAS on January 25, 1819, that the General 
Assembly of Virginia passed the enactment that 


the University of Virginia was to be established in 


the County of Albemarle. However, it was not until 
1825 that the University of Virginia was opened 
with twenty students enrolled in the School of 
Anatomy and Medicine Between 1819 ind 1825 
Mr. Jefferson was very active in establishing 

definite policy for the medical school. In his “Report 
to the Commissioner” he stated that since there were 
no hospital facilities for the University, it was 
posed that a single professor for both medicine and 
anatomy be selected This professor would lecture 
on the history of medical and anatomical theories 
from Hippocrates to the present. Vegetable pharmacy 
would be taught in the botanical course and mineral 
and chemical pharmacy in the courses of microbi- 
ology and chemistry respectively. This instruction 
was to be a foundation on which the student was 
to build his clinical knowledge which was to be 


gained elsewhere. The Board of Visitors on April 


Presented before the Section on the History of Medicine 
of the Richmond Academy of Medicine, February 9, 1960 
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7, 1824, accepted Mr. Jefferson's ideas and stated 
that “In the School of Anatomy and Medicine shall 
be taught anatomy, surgery, the history of the prog- 
ress and theories of medicine, physiology, pathology, 
materia medica and pharmacy” and it was decided 
to obtain a single professor to teach all of these 
subjects 

It was now the job to obtain a suitable man to 
fill this chair. After surveying possible men in this 
ountry and finding none suitable, the Board of 
Visitors in 1824 sent Francis Walker Gilmer to 
England in order to find a man abroad. It is of 
interest to note that the position was to be a full-time 
position with no income from private practice. Mr 
Gilmer was able to persuade Robley Dunglison to 
take the position. 

What were the qualifications of Dr. Dunglison? 
He was born in Keswick, England, in 1798 After 


t classical education, he commenced his study of 


medicine as an apprentice to John Edmondson in his 
home town. After one vear with Dr. Edmondson, he 
went to London as an assistant to Dr. Haden. He 
then went to Edinburgh in order to attend a course 
f lectures and later attended a series of lectures 
in Paris. He thus was under the most brilliant 
group of medical professors of his day. In 1818 
he passed his examinations at the Roval College of 
Surgeons and the Society of Apothecaries in London 
which gave him the right to practice medicine. Later 
he obtained an M.D. degree at the University of 
Erlangen in Germany, by examination and the sub 
mission of a thesis on “Neuralgia”. At an early age, 
he started to write and continued to write throughout 
his life. In fact, it was his writings that attracted 
Gilmer to him in London and lead him to offer the 
position here. 

In the collection of letters of Dunglison in our 
library there is one from George Birbeck recommend- 
ing Dr. Dunglison to Mr. Gilmer, dated 29th of 
August, 1824. It states “This gentleman in conse- 
quence of habits strictly literary and a taste leading 


to actual investigation, with a decided tendency to 
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prefer the contemplative species of occupation to 
the more bustling, would be well placed in the Uni- 
versity of Virginia, and I am persuaded that he 
would there not only distinguish himself but greatly 
benefit the students who might be placed under his 
direction.” The next letter is from Dr. Dunglison to 
Mr. Gilmer, dated September 5, 1824, accepting the 
chairs of Anatomy and Chemistry. The contract 
between Mr. Gilmer and Dr. Dunglison stated that 
he would teach, with proper diligence and to the 
best of his ability, anatomy, surgery, the history of 
the progress and theories of medicine, physiology, 
materia medica and pharmacy and for this, he would 
be paid fifteen hundred dollars with an additional 
amount from student fees. He would also be entitled 
to occupy one of the pavilions of the University free 
of rent. 

The collection of student fees bothered Dunglison. 
In a letter dated April 3, 1826, to the Board of Visi- 
tors, he states that the requirements for Latin should 
He thought 
that this requirement was retarding the enrollment 


be modified for the medical students. 


in the medical school, for his salary was less than 


he had reason to expect. 


At the time of the offer, Dr. Dunglison wished to 
get married and this salary offered him sufficient 
security. He accepted the post and arrived in Char- 
lottesville in 1825. Mr. Jefferson was very pleased 
with Dr. Dunglison. This was remarkable for, as 
Dr. Dunglison stated later, Mr. Jefferson had little 
faith in doctors stating that “It is not to physic that 
I object so much as to physic ians”’, 

Dr. Dunglison gave his lectures in these many 
subjects justifying this method by stating that stu- 
dents would not be distracted by discordant state- 
ments of many professors and repetition would be 
avoided. He remained at the University for eight 
years, leaving for the University of Maryland in 1833 
and later going to Jefferson Medical College. 

In addition to his teaching duties, Dr. Dunglison 
continued to write while in Charlottesville. He pub- 
lished with George Long, in 1829, an Introduction 
to the Study of Grecian and Roman Geography and 
in 1832 published his “Human Physiology’. This 
text went through seven editions, the last one in 
1856. In 1833, he published his “New Dictionary 
of Medical Science and Literature”. This dictionary 
reached its 23rd edition in 1897 and sold 55,000 
copies. His physiology and dictionary were his chief 
contributions during his professorship in Charlottes- 


ville. Also, he was one of the founders and editors 
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of the Virginia Literary Museum and Journal of 
Belles-Lettres, Arts and Sciences, a weekly periodic al, 
issued at Charlottesville, in the interest of the Uni- 
versity. Dr. Dunglison wrote many of the articles 
in this journal on numerous subjects such as Mod- 
ern Improved System of Road-Making, Penitentiary 
Discipline and Sanscrit Language. 

As a scientist he aided Beaumont in his famous 
experiments on the gastric juice of Alexis St. Mar- 
tin. Beaumont, in his book on “Experiments and 
Observations on the Gastric Juice and Physiology 
of Digestion”, states that he sent a sample of gastric 
juice to Professor Dunglison who with the assistance 
of the Professor of Chemistry of the Virginia Uni- 
versity made an analysis. Beaumont in his book, 
gives in part a letter from Dr. Dunglison dated Feb- 
ruary 6th, 1833. In this letter, Dr. Dunglison 
described that free muriatic (hydrochloric) acid was 
found in the gastric contents. Beaumont states “Those 
who are acquainted with him, know his candor and 
fairness are above the reach of ion.” 

There have been many tributes to Dr. Dunglison 
Dr. Radbill, in a recent article on Dunglison, states 


He was 


a friend to the young, his writings were widely used 


that Dunglison was a teacher in all he did 
by students and doctors. His home was noted for its 
sociability. He favored preliminary education in 
Mathematics, Languages, English and Sciences. He 
introduced into the curriculum the teaching of the 
History of Medicine 


the first full-time professor of medicine in this 


It is of interest that he was 


country with his salary coming from the University 
and students and not from private practice. It was 
under his guidance that the School of Medicine of 


f 
the University of Virginia was started 

Osler states that Thomas Jefferson did a good 
work when he imported him from London is Dun- 
glison had all the wisdom of his day and generation 
combined with a colossal industry. Gross, in “A 
Meraoir of Robley Dunglison”, says that Dr. Dungli- 
son was no ordinary man; indeed, in more than one 


sense of the term, he was an illustrious man, a great 


scholar, an accomplished teacher, a profound physi- 


ologist, an acute thinker, a facile writer, a lucid. 
erudite and abundant author 

In conclusion, I would like to quote from Sarton, 
“Too many of our scientists are technicians and noth- 
ing more. Our aim is to humanize science and the 
best way of doing that is to tell and discuss the 
history of science. If we succeed, men of science 
will cease to be mere technicians and will become 
educated men.” 
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New Psychotherapeutic Drug 


new psychotherapeutic drug, methaminodia- 
zepoxide (Librium) has produced “impressive” re- 
sults in the treatment of various mental disorders, 
according to Dr. Titus H. Harris, a Galveston, Texas, 
psve hiatrist 

In a preliminary communication in the March 
12th Journal of the American Medical Association, 
Dr. Harris said the drug reduces anxiety and agita 
tion but does not cloud consciousness or impair in- 
tellectual function 

“My experience with its use in all types of anxiety 
such as convulsive disorders, tension states, obsessive- 
compulsive conditions, agitated depressions, and jit- 
ters in alcoholics indicated that methodaminodiaze- 
poxide is one of the most interesting drugs of its 
type that has been deve loped.”’ 


“Of special interest is its apparent effectiveness in 
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obsessive-compulsive neuroses, which have thus far 
defined chemotherapeutic management.” 

Dr. Harris said the drug exerts three primary ac- 
tions—tranquilization, muscular relaxation, and 
anticonvulsant effect. 

“At a recent symposium investigators in a 
number of medical specialties, including internal 
medicine, cited impressive results obtained from use 
of methaminodiazepoxide in a variety of conditions 
and a freedom from side-effects at therapeutic dosage 
levels. These investigations confirm my findings. . . ”’ 

The drug was described as “one of a new class 
of compounds” by Dr. Harris, chairman and profes- 
sor of the department of psychiatry and neurology, 
University of Texas Medical Branch. He said its 
unique action on vicious, agitated monkeys, dingo 
dogs, and other wild animals prompted the first 


clinical trials 
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Rauwolfia and its Derivatives 


In the obese hypertensive patient 
there is need of weight control as 
well as reduction of blood pres- 
sure. Rauwolfia is a useful hypo- 
tensive drug but may stimulate the 
appetite and cause a gain in weight. 
Many of the appetite suppressing 
drugs raise the blood pressure. A 
new drug appears to be a solution 


to this dilemma. 
— 


TIS WELL KNOWN that obesity is partic ularly 
dangerous to the hvpertensive Indeed it is even 
possible that obesitv may be an etiologic al factor in 
the development of hypertension for not only is it 
often noted in conjunction with hypertension, but 
obesity may in many ises pret ede elevation of blood 
Furthermore 


pressure 


has been amply confirmed 


that weight reduction many cases will lead to a 
reduction of blood pressure and that maintenance 
of a desirable weight may be accompanied by main 
tenance of normotensive levels of blood pressure 
Therefore, it behooves the physician who is dealing 


individual and particularly with the 


obese hypertensive to encourage weight reduction and 

help the patie to a This in fact should be 
he first step in a regim of therapy for moderate 


and mild hype rtensives w] ire obese, for often they 


If. however, the pa 


will need no further therapy | 


tient 


’s hypertensive state is of such a degree to requir 
more than simply weight reduction, this can now 
} 


be achieved by the use of a variety of relativels 


recently developed pharmacological agents that have 
potent and anti-hypertensive effects. Perhaps th 
most important and widely used among these agents 
have been rauwolfia and its derivatives alone or in 
combination with other anti-hypertensive drugs. How- 


ever, in the obese hypertensive, rauwolfia has proved 
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to be something of a “two-edged sword” for there 
is now suitable evidence to indicate that rauwolfia 
may stimulate the appetite while it is bringing down 
the blood pressure and this may often be accompanied 
by excessive gains in weight. The undesirability of 
this side effect of rauwolfia is obvious and often this 
secondary effect of the rauwolfia derivatives have 
more than off-set the benefits gained from its anti- 
hypertensive action. Indeed the appetite stimulation 
that occurs with rauwolfia preparations has been 


sufficiently pronounced so as to have lead to their 


use as an appetite stimulant in patients who ar 
undernourished and in children who are eating 


poorly. The practicing physician therefore is faced 


with something of a quandary in dealing with the 


bese hypertensive patient who requires mild drug 
therapy and in whom rauwolfia derivatives seem to 
have an appropriate place in management. On one 


hand the physician is impelled to use a drug which 


he knows will help the patient's hypertensive condi 
tion and on the other hand he must be aware of an 
undesirable ppetite stimulant h will int sity 
the desire to overeat and hamper attempts to have 
th itient reduce weight concomitant with the anti 
hv rtensive treatment It is hard indeed to get the 
iverag a individual to id} re to a program of 


weight reduction. It is considerably harder to achieve 


patient whose appetite is unduly stim- 


this goal in a | 


ulated by a pharmacological agent 


he solution to this dilemma would appear to 


be the administration of yet another agent to suppress 


the appetite and thereby counteract the undesirabl 


side effect of the rauwolfia preparation. The need 
to utilize means of helping the patient curtail his 
caloric intake is clear. Unfortunately the commonly 
used appetite suppressant drugs are unsuitable for 
use in the hypertensive subject, because these drugs 
tend to overstimulate the patient and often result in 
a further elevation of blood pressure. 

The recent development of a new anorexigeni 
drug has offered an opportunity to resolve this prob 
lem. Experience with levo-1-phenyl-2-aminopropane 


alginate (LEVONOR) has indicated that it is a 
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potent anorectic drug that is remarkably well toler- 
ated and is not accompanied by the usual analeptic 
effects. In clinical trials with this preparation, pa- 
tients have been found to achieve appetite suppression 
without either stimulation or blood pressure elevation. 

The study reported here was undertaken to de- 
termine the effectiveness of this new anorexigenic 
medication in preventing undesired weight gains dur- 


ing rauwolfia therapy of obese hypertensive subjects. 


METHODS AND MATERIALS 


Forty-one private patients who were being treated 
for hypertension were selected for study. All of these 
patients either were receiving or in the past had 
received some form of rauwolfia. The study plan 
included a diet that was low in salt and low in 
calories, and each patient was thoroughly schooled 
and educated with respect to dietary management. 
In addition, the patients were given a derivative of 
rauwolfia in order to obtain satisfactory blood pres- 
sure levels, and as an adjunct to therapy each was 
instructed to take levo-1-phenyl-2-aminopropane al- 
(LEVONOR) 
four times a day, the last dose being given at § p.m. 


| 
a few patients were given even larger doses. The 


ginate 


a dosage of 5 mg three to 


treatment was continued for periods of five to forty- 
four weeks 

As the study proceeded it was clear that the patients 
could be classified into two groups. Group One in- 
cluded individuals who appeared generally amenable 
to medical regimentation and followed their diet and 
pharmacological therapy rigidly. Group Two in- 
cluded those patients who were less cooperative and 
less reliable in following therapeutic regimen. Group 
One comprised fourteen male patients and sixteen 
Before 
treatment, sixteen of these patients weighed in excess 


females ranging in age from 28 to 58 years 


of 200 lbs., and five in excess of 240 lbs one 
weighed 290 lbs. The average pre-treatment weight 
for this group was 204.5 lbs. Group Two included 
one male and ten females ranging in age from 34 
to 63 years Six of these patients weighed in excess 


of 200 lbs.—three weighed 214 lbs. The lightest 
patient in this group weighed 168 lbs. and the aver- 
age weight of patients prior to treatment was 179 
lbs. This group of patients in whom less favorable 
results could be expected generally were found to 
have their hypertensive disease more firmly estab- 
lished and at somewhat higher levels. In addition, 
several of these patients suffered concomitantly from 


one or more other conditions, including chronic 
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cystitis in two females, diabetes and proctitis in one, 
and duodenal ulcer, arthritis and infectious hepatitis, 
acne, edema and menopausal complaints in others. 
As a group, these patients appeared to exhibit marked 
emotional disturbances and anxiety from domestic 
problems. 


RESULTS 

Blood pressure levels were controlled by the use 
of rauwolfia or one of its derivates in each patient 
studied in this series. Every patient in Group One 
lost weight during the course of the study, with 
individual losses ranging from 5.5 to 34 lbs. Loss 
of weight of 2 lbs. a week or more were noted in 
seven patients, and fifteen more had reduced their 
weight on an average of 1 to 2 lbs. a week. Eight 
patients showed less than one pound a week weight 
loss. The average over-all weight loss of patients 
in this study group was approximately 16 lbs. 

Ihe patients in Group Two had less satisfactory 
Ten patients succeeded in losing weight 
while one gained 71 lbs. This patient, a 34 year 
old woman, weighed 188'% lbs. at the start of treat- 
ment and reached 196 lbs. before being dropped from 
the study as: completely uncooperative. The over-all 
average weight loss of the eleven patients in this 
group was 0.33 lbs. There was, however, consider- 
able variation in weight loss exhibited by these 
patients. While some were very careless about taking 
medication, others showed varying degrees of coop- 
eration at different period while under study. One 
68 vear old woman who weighed 214 lbs., and suf- 
fered concomitantly from rheumatoid arthritis was 
given steroid therapy for the latter disease in addi- 
tion to the low salt, low calorie diet. She succeeded 
in losing 11 lbs. in 34 weeks despite the tendency 
to retain sodium and water which might be expected 
from her steroid therapy. One patient in this group, 
a 34 year old male who weighed 214 lbs. was given 
a placebo for a four-week period instead of the 
anorexigenic drug. During this period he gained 1.5 
lbs. Subsequently, the placebo was substituted for 
5 mg. levo-l-phenyl-2-aminopropane alginate 
(LEVONOR), and during the next 4 weeks he lost 
7.2 lbs. or an average of 1.8 lbs. per week. 

As might be anticipated, the degree of success in 
the weight reduction and blood pressure reduction 
program tended to vary directly with the degree of 
cooperation exhibited by the patient. By and large, 
those patients who were most cooperative succeeded 
in losing the greatest amounts of weight, and in these 
patients blood pressure reductions were most dra- 
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matic. In patients in whom cooperation was less 
satisfactory weight loss tended to be less marked 
and blood pressure control less satisfactory. Thus 
a 37 year old man who weighed 274 lbs. at the onset 
of the study lost 34 lbs. in six weeks for an average 
of 5.6 lbs. per week. His blood pressure fell to the 
upper limits of normal. Another patient, a 36 year 
old woman, weighing 185 lbs. lost 21 lbs. in six 
weeks for an average of 3.5 lbs. weekly and her blood 
pressure similarly fell dramatically. On the other 
hand, an uncooperative 36 year old woman who 
weighed 175 lbs. failed to take her prescribed medi- 
cation and was not cooperative with respect to her 
dietary restrictions. She lost only 2 lbs. in twelve 
weeks, and the reduction of blood pressure was only 
slight. Another 53 year old female beset by domestic 
problems who weighed 214 Ibs. succeeded in losing 
only 5 lbs. in six weeks of treatment for an average 
of 0.83 lbs. per week. She too had a relatively 


unsatisfactory blood pressure response. 
DISCUSSION 


The relationship between obesity and hypertension 
is well established. All authorities agree that obesity 
tends to aggravate hypertension, and in many cases 
precedes it in such a fashion as to suggest a possible 
relationship in the pathogenesis of the hypertensive 
state. Whether or not there is a cause or relationship 
between the two conditions, certain it is that the 
hypertensive subject is benefited by weight reduction. 
Many hypertensive patients, however, require the use 
of drug therapy in addition to dietary therapy in 
order to satisfactorily control blood pressure levels. 

In recent years, in fact, there has been an increas- 
ing tendency to utilize pharmacological agents to 
reduce blood pressure in earlier and milder cases of 
this disorder with the view that control of blood 
pressure might very possibly reduce the danger of 
undesirable and even lethal vascular complications 
from the hypertension. Unfortunately, a weight re- 
duction program based on caloric restriction alone is 
often unsuccessful in the management of the hyper- 
tensive obese subject, and many of these patients do 
far better with respect to maintenance of caloric re- 
striction by the adjuvant use of an appetite suppres- 
sant. Most of the drugs utilized for this purpose have 
been the amphetamines, and these drugs tend to stim- 
-ulate the central nervous system of the patient to whom 
it is administered, and at the same time often will lead 
to the further elevation of blood pressure. Similarly 
rauwolfia and its derivatives, one of the most useful 
therapeutic agents in the management of mild to 
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moderate degrees of hypertension, are often accom- 
panied by the undersirable side-effect of appetite 
stimulation so that many patients to whom this drug 
is administered gain weight. This situation presents 
the physician with something of a dilemma in the 
managing of the obese hypertensive. On one hand 
it is desirable to reduce blood pressure, but on the 
other it is equally desirable to reduce weight. Neither 
of these things can be accomplished in many patients 
without the use of drug therapy, and unfortunately 
the drug that is suitable for blood pressure reduction 
in many of these patients causes augmentation of 
appetite; whereas, the drugs that have been used to 
curb appetite tend to aggravate the blood pressure. 

The recent development of a new appetite suppres- 
sant drug, levo-l-phenyl-2-aminopropane alginate 
(LEVONOR) appears to provide a solution to this 
uneasy dilemma. This medication, while curbing 


appetite, appears to have little, or any, analeptic 


activity. It seemed therefore that this drug would 
be ideally suited for use in the overall management 
of the hypertensive obese subject, particularly when 
the patient was being given rauwolfia or one of its 
derivatives in order to control blood pressure. This 
paper reports results in the series of 41 obese hyper 
tensive patients who were treated with both rauwolfia 
and levo-1-phenyl-2-aminopropane alignate (LEVO- 
NOR) along with a low salt, low calorie diet. The 
anorexigenic drug was administered three or four 
times daily before meals in 5 mg. doses, and in many 
cases the fourth 5 mg. tablet was administered at 
as well 


8 p.m These patients showed an excellent 


response both in terms of blood pressure and appetite 


ho were cooperative, 


suppression. In all patients w 
good weight reduction was achieved along with re- 
duction of blood pressure to satisfactory levels. As 
might be 


expected, results were less striking in 


patie nts who were le SS COO]* rative | he s¢ pa 
lost less weight and exhibited less satisfactory blood 


pressure control. However, forty of the forty-one 
patients succeeded in reducing their weight to some 
degree while only one gained weight. None of the 
patients exhibited any signs of undue central nervous 
system stimulation despite the fact that the medica- 


tion was often given as late as 8 p.m 
The findings in this study tend to confirm those 
of earlier studies with respect to the efficacy of levo-1 
(LEVONOR) as 
} 


an appetite suppressant in obese individuals. Com 


phenyl-2-aminopropane alginate 
parison of this drug with other anorexigeni: prep 
arations shows it to be fully as effective as any 


in suppressing appetite, and at the same time less 
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stimulating and better tolerated. This study appears 
to establish it as the drug of choice in the management 
of the obese hypertensive individual in whom weight 
reduction is particularly important and in whom 
appetite may be further stimulated by the use of 
rauwolfia preparations to control hypertension. It 
would appear likely that this drug would be well 
suited for the management of the obese diabetic who 
poses many similar problems in therapy and in whom 
unwanted weight gain, particularly with the use of 
oral hypoglycemic agents may be an undesired side 
effect. 


SUMMARY AND CONCLUSIONS 


Forty-one obese hypertensive patients were main- 
tained on a low calorie, low salt diet with the ad- 
ministration of rauwolfia derivatives to control hyper- 


tension and levo-] phenyl 2-aminopropane alginate 


An improved electronic pacemaker, a device that 
stimulates the heart, is restoring incapacitated car- 
diac patients to an active life 7 he device originally 
designed for persons who had undergone heart sur- 
gery, is now being used increasingly for nonsurgical 
patients who sustain heart block as a complication 
of various afflictions of the heart muscle, according 
to the April 30th Journal of the American Medical 
Association 

The portable, lightweight, transitorized pacemaker 
consists of a self-contained battery of long life which 
delivers a repetitive electrical stimulus by means of 
a stainless steel electrode which is implanted in the 
heart and runs through the chest wall to the ex- 
ternally worn pacemaker. Because the entire ap- 
paratus is self-contained and only slightly larger 
than a package of cigarettes, the patient can use it 
with complete freedom of movement. For this rea- 
son it has been found to be particularly useful for 
persons who, after the heart block occurs, are in- 
capacitated because of intermittent fainting spells 
or because their heart is too weak to permit physical 


activity. 
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Restoring Invalids to Active Life 


(LEVONOR) as an appetite suppressant. All but 
one of the patients succeeded in losing weight while 
on this regimen and in almost all the blood pressure 
was satisfactorily controlled. In general, weight 
reduction and blood pressure control was found to be 
proportional to the degree of cooperation exhibited 
by the patient. Levo-1-phenyl-2-aminopropane al- 
ginate (LEVONOR) appears to be an ideally suited 
anorexigenic drug. It succeeds in curbing appetite 
without any untoward and undesired central nervous 
system stimulation or aggravation of blood pressure 
elevation, and at the same time allows rauwolfia and 
its derivatives to be administered without concomitant 
appetite stimulation so frequently noted with these 


preparations. 


145 South Livingston Avenue 


Livingston, New Jersey 


rhe article was prepared by C. Walton Lillehei, 
M.D.; Vincent L. Gott, M.D.; Paul C. Hodges, Jr., 
M.D.; David M. Long, M.D., and Earl E. Bakken, 
B.E.E., 
Heart Hospital, University of Minnesota Medical 


department of surgery and the Variety Club 


School, Minneapolis, on the basis of 66 surgical and 
nonsurgical patients at the University of Minnesota 
Hospitals who used the miniature pacemaker. 

The longest continuous stimulation of a non- 
surgical patient's heart by means of the device has 
been 15 months, and it was still in use. “The ques- 
tion of how long stimulation can be maintained 
appears to be related to electrode materials, design, 
and technique of implantation. If an electrode does 
fail, another may be implanted.” 

The authors also said a future refinement of such 
devices probably will be the use of electromagnetic 
induction to replac e the electrode. 

experimental work in dogs has indicated the 
feasibility of implantation of a tiny coil within the 
myocardium and the use of electro-magnetic waves 
through the intact chest wall from a transmitter on 
the skin surface.” 
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Portal Caval Shunt 
A Reappraisal 


Patients, who in the past would 
have been doomed to progressive 
liver disease and its complications, 
are now being salvaged by shunt 
operations on the portal vein. A 
better understanding of the dy- 
namics of the portal circulation in 
cirrhosis of the liver has been 
necessary in developing these pro- 
cedures. 


HE STATUS of a portal caval shunt procedure 
has changed considerably in recent vears and 
within the past few months. In the past, the portal 
caval shunt or spleno-renal shunt was primarily 
reserved for those patients who had multiple episodes 
of esophageal bleeding for varicosities or the occa- 
sional patient with a Banti-like syndrome consisting 
of hypersplenism and the coexistence of esophageal 
varices. Indeed, the presence of ascites was thought 
by many to contraindicate a shunt procedure and this 
concept has been held by many until recent investi- 
gative procedures have shown this to be incorrect. 
To understand the formation of ascites in portal 
hypertension one has only to understand the various 
stages of decompensations which occur following the 
Initially, the 
sinaller venous radicals within the liver are capable 


cirrhosis and peri-portal scarring. 
of conducting the portal blood through this diseased 
organ. As the scar tissue increases the peri-portal 
obstruction, the collateral vessels within the liver 
parenchyma itself are unable to conduct the normal 
flow at a satisfactory rate through the liver bed, and 
a back flow or portal hypertension occurs. This may 
initially manifest itself only by distension of the 
portal vein with increase in pressure in the splenic 


and mesenteric vessels, edema within the mesentery 
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of the small bowel and “sluggish” absorption of 


nutrients from the G.I. tract. A further complication 
is the inadequate transportation of the products of 
nutrition through the portal system, and incorrect 
synthesis within the liver. This produces a nutri 
tional deficit in the patient already suffering from 
Next is 


the development of progressive edema of the mesen 


a chronic illness and a diseased liver 
tery and lymphatics in this region with a gradual 
weeping or outpouring of serous protein transudate 
through the portal bed, mesenteric and splenic ves- 
sels. This is the beginning of the accumulation of 
ascitic fluid which in the past has been thought to 
contraindicate portal caval shunt. The increase in 
portal backflow causes a similar increase in pressure 
within the esophageal, coronary, and gastric veins 
and the development of enlarged, distended and thin 
walled esophageal vessels Bleeding may or may not 
occur from these dilated varicosities; however, if 
bleeding does not occur, the ascitic fluid will continue 
to accumulate, eventually producing the typical far 
advanced post-cirrhotic patient with massive ascites 
distended abdomen, enlarged vessels over the upper 
chest and abdomen (Caput Medusae) and demon- 
strable esophageal varices either by esophagoscopy 
or as demonstrated by barium swallow. 

This patient in his far advanced state has a low 
total protein because of the continual loss of transu- 
date high in albumin and globulin from the blood 
stream into the free peritoneal cavity. A severe mal 
nutrition occurs with significant loss in body mass 
fairly 


although the patient’s weight may remain 


stable due to accumulation of functionless ascitic 
fluid. Such a patient almost certainly has no chance 
of recovery unless the tension in the portal system 
can somehow be reduced or shunted to reverse this 
lethal sequence. It is of course obvious that the 
liver itself must have enough functioning parenchyma 
to support life. It has been estimated that a great 
mass of total liver can be destroyed (90%) before 
reversal of hepatic function occurs. This must be 
true, since a massively cirrhotic liver can apparently 


support life if the distended venous radicals within 
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its system and in the portal bed are adequately 
decompressed. 

This paper then concerns itself with viewing the 
cirrhotic, ascitic patient as a surgical candidate when 
properly evaluated by liver function studies and 
when seen from the viewpoint of a mechanical venous 
obstruction which must be improved to reverse the 
unrelenting and progressive 


portal hypertension. 


There is no known drug which can do this—there 
are most certainly, diuretics which will temporarily 
reduce the ascites by renal mobilization of fluid 
There are methods such as multiple paracenteses 
which can remove the ascitic fluid but with con- 
comitant loss of protein material and progressive 
wasting of the patient. There are diets low in protein 
to prevent ammonia intoxication and to afford a high 


T hese 


are adjunctive methods of treatment 


carbohydrate and high vitamin supplement 
most certainly 
for the patient with severe liver disease and ascites 
hut they in a sense are similar to the medical treat 
ment of a patient with mitral stenosis and failure 
Digitalis and diuretics are but temporizing 


when used alone, that is, when the underlying con 


dition of stenosis has not been surgically corrected 
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RESEARCH STUDIES INDICATING 
VALUE OF PORTAL CAVAL 
SHUNTING PROCEDURES 


The side-to-side portal caval shunt is specifically 
mentioned since it serves to decompress the engorged 
venous bed within the liver as well as to de ompress 
the more distal portal system. The end-to-side shunt 
leaves the hepatic venous bed undecompressed, and 
as demonstrated by pressure studies proximal and 
distal to the clamped portal vein at the time of 
operation. An elevated portal pressure on the hepatic 
side of the clamp indicates elevated pressure within 
the hepatic venous system and suggests that a side- 
to-side shunt is necessary for hepatic decompression. 
Rousselot! has shown that the rate and the pressure 
of the hepatic blood flow is not changed in the pres- 
ence of increasing collateralization. The develop- 
ment of esophago-gastric varicosities decreases the 
hepatic blood flow but the portal tensions are not 


decreased. 


This study concludes that with diver- 
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VEIN PRESSURE STUDIES 


HEPATIC PORTAL PRESSURE WITH 
PORTAL VEIN OCCI 


300 mm. H20 
290 mm. H20 


280 mm. H20 


sion of the portal blood through gastro-esophageal 
vessels and development of esophageal varices, that 
this not only fails to decompress the portal system 
but decreases the blood flow through the liver, in- 
creases the possibility of rupture of these thin-walled 
varicosities, and further decreases the transportation 
of nutrient material to the liver parenchyma. Warren 
and Muller*® have performed rather conclusive studies 
on the hemodynamic changes in cirrhosis in which 
they strongly emphasize the role of the obstructive 
factor in the cirrhotic liver as related to the develop- 
McDermott* has also 
shown the importance of the combined hepatic and 


ment of portal hypertension. 


portal decompression in the treatment of ascites. This 
contrasts with those authors* who have felt that portal 
hy pertension 1s contributed to by the development of 
arterio-venous fistulae in the gastro-intestinal tract 
The work of Warren has 


been further verified by our experience and is shown 


espe ially in the stomach 


briefly in the pressure studies of the accompanying 
diagram. The increase of portal pressure on the 
hepatic side of the clamp does not support the con- 
cept of pressure elevation maintained by hepatic 


arterio-venous fistulae but rather by the obstructive 


POST SHUNT PORTAI 
VEIN PRESSURE 


UDED 


90 mm. H20 
100 mm. H20 
120 mm. H20 


theory of back pressure due to venous occlusion in 
the venous channels. Pressure determinations on 
each side of the portal clamp and wedge pressures 
of the hepatic venous bed reveal that increased pres- 
sures in the proximal or hepatic system regularly 
occur in the cirrhotic patient. This indicates to us 
the value of the side-to-side shunt to decompress the 
hepatic as well as the general portal circulation. 
The presence or absence of ascites or esophageal 
varices indicates that this particular stage of de- 
velopment in the disease process has not occurred. 
Certainly, portal hypertension of a significant degree 
will eventually cause a decompression through the 
collateral channels—the coronary veins—and esoph- 
ageal varices will result. Accordingly, portal hyper- 
tension of a significant degree will eventually cause 
a decrease in motility of the small intestine with 
resultant edema, transudation and ascites. The full- 
blown ascitic patient with portal hypertension and 
esophageal varices has arrived at the end stage of his 


disease. It seems logical that such a stage is unde- 
sirable and that earlier surgery is indicated. Welch® 
has performed an interesting clinical study on the 
side-to-side portal caval shunt in the treatment of 
ascites. In his series, fourteen patients with cirrhosis 
and ascites were operated upon using the side-to-side 
shunt technique. This author had satisfactory results 
with this procedure on all fourteen patients with 
significant reduction or disappearance of ascites, 
decrease in malnutrition of the patient, and in many 
instances return to a normal existence. Such a shunt, 
he points out, provides new egress from the congested 
liver and allows, as well, a certain amount of the 
It should be 
mentioned that there are those who feel that side- 


portal blood to reach the liver bed. 


to-side shunt is not strongly indicated. Among these 
have been Linton, Child, and Madden® (Discussion 
on the topic “Surgery for Ascites and Cirrhosis”— 
Ann. Surg., September 1959). These authors ap- 
parently feel that a side-to-side shunt not only re- 
moves the portal venous blood from the liver, but 
also some of the hepatic arterial blood is shunted 


into the inferior vena cava, thereby depriving the 
liver of both its venous and arterial supply. This 
reasoning seems to have been disproven by the clin- 
ical results of both Warren, Welch and our own 
series. We have had no incidents of liver failure in 
the three patients thus far studied, nor have Welch 
or Warren. 

Furthermore, the portal system once decompressed 
allows better absorption of food from the G.I. tract 


and de reases pr 


tein loss which otherwise continu- 


ally occurs through transudation. The patient with 


esophageal varie 


‘s with or without a history of bleed- 
ing provides a further indication for portal caval 
shunting 

The technical procedure of the shunt is no longer 
significantly formidable. A liver which is decom- 
pensating with elevated blood ammonia levels and 


early ammonia intoxication certainly provides a 
strong contraindication for surgery. However, if the 
patient is alert, has liver function studies within a 
fair range of normal, especially has adequate serum 
consider a side-to-side portal caval 


proteins, then we 
shunt an indication with or without varices if ascites 
is present. If varices alone are present without ascites 
we also consider this an 


i 


indication for the shunt 
procedure. 

This operation is best done through a right thoraco- 
abdominal] approat h, dislocation of the right lobe of 
the liver into the chest and clear identification of the 


portal vein and vena cava 


I requently, the caudate 
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lobe of the liver must be resected in order to bring 
the inferior vena cava and portal vein together with- 
out undue tension and to provide an adequate lumen 
for anastomosis. This procedure can be done with- 
out significant bleeding or difficulty. Pressure studies 
are taken at the time of operation of the free flow 
within the portal vein and flow on the hepatic side 
of the clamp. Wedge pressures of the hepatic venous 
bed are also measured. A side-to-side shunt is then 
performed making the anastomosis approximately 
cm. in size. 

Phe patient facing such surgery is given antibiotics 
for several preoperative days and also treated with 
Vitamin K and transfusions as seem indicated." 
Blakemore has emphasized the importance of a 
“crash” program prior to surgery on cirrhotic pa- 
tients. This refers to multiple transfusions, adequate 
protein and vitamin diet, et 

PRESENTATION OF CASES 

Case 1—J. M.—45 year old white male. This 
patient had a long history of ascites requiring mul- 
tiple paracenteses, hepatic function studies on re- 
peated occasions indicated cirrhosis with alcoholis 
history as the basis. The patient had not worked for 
six months, had become progressively debilitated with 
a markedly distended abdomen, extreme weight loss 


and cachexia. Liver function studies showed a B.S.P 


+, a total protein of 5 gms. with a reversal 


of the A G ratio. Patient also had a slightly elevated 


Bilirubin and thymol turbidity and flocculation 


studies were positive. 


Because of the fact that weekly paracenteses were 


required and the patient was going progressively 


downhill with hypoproteinemia and nutritional fail 


ure, consideration was given to a portal caval shunt 


He was treated with a so-called “crash” therapy con- 


intramuscular vitamins, blood transfusions 


sisting of 
broadspectrum antibiotics, high supplement diet, and 
hospitalization. Repeat liver function studies showed 
the B.S.P. had fallen to 31% 


studies remained abnormal 


however, the other 
The total proteins were 
not improved 

In December, 1958, a side-to-side portal caval 
shunt was done under hypothermia. At this time free 
portal pressure before shunting revealed a pressure 
of 310 mms. of water, pressure in the hepatic portal 
vein with the portal vessel clamped revealed a pres 
sure of 300 mms. of water, and at the completion of 
the portal caval anastomosis the free portal pressure 
had dropped to 90 mms. of water 


This patient is one year postoperative, has gained 
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approximately 40 lbs. of tissue mass, and has no 
recurrent ascites. He works full time, sleeps and 
eats well, and is immensely appreciative of his 
improvement. 

Repeat liver function studies recently revealed all 
flocculations to be within normal limits. Total pro- 
teins 64 gms. without reversal of the A/G ratio, 
B.S.P. 18° in one hour. 


Case 2 UF O., 58 year old white female. This 
patient had rather severe G.I. disturbances for a 
number of years with multiple hospital admissions. 


X-rays demonstrated possible esophageal varices 
without other G.I. Pathology. Examination revealed 
an enlarged spleen and liver which was markedly 
tender. On several occasions the spleen was felt to 
be extremely enlarged put seemed to become smaller 
over a course of several days. 

Esophagoscopy revealed a small rosette of esoph- 
ageal varicosities at the cardio-esophageal junction. 
Punch biopsy of the liver revealed Laennec cirrhosis 
presumed to be on a post-hepatitis basis since there 
was no history of alcohol consumption 

Liver function studies revealed a slightly elevated 
B.S.P. of 21°, flocculation studies were negative, 
there was no jaundice. Other laboratory studies were 
within normal limits 

Because of the large liver and spleen and the 
presence of esophageal varicosities it was felt that 
this patient had portal vein obstruction either on the 
basis of a cirrhotic liver or a portal vein thrombosis 
On 9/26/59 a side-to-side portal caval shunt and 
splenectomy were performed 

Pressure studi s at the time of Op ration reve iled 
a free portal vein pressure of 290 mms. of water, 
hepatic portal pressure with portal vein clamps was 
00 mms. of water, a portal pressure at the comple- 
tion of the anastomosis was 100 mms. of water 

Surgery was done with the benefit of hypothermia. 


This patient has done well since the operation 
although it is too early to evaluate her from the point 
if 


view of esophageal varicosity problems. It is 


presumed that the rather marked reduction in portal 
pressure following the anastomosis would obviate 
the problem of further coronary and esophageal vein 
dilatation 

Case 3—C. H., 58 year old white male with a 
long history of alcoholism with progressive ascitic 
formation and liver function studies compatible with 


cirrhosis 


The patient was not a problem because of the 


ascites but because of the enlarged spleen with per- 


sistent low white count 


It was felt that hyper- 
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splenism existed with the associated cirrhosis and 
increase in portal vein pressure. Esophagoscopy and 
barium swallow did not reveal esophageal varices. 
Because of the persistent enlargement of the spleen 
and hypersplenism as well as cirrhosis it was felt 
that the patient would benefit from a splenectomy 
and portal caval shunt. Accordingly, on 8/25/59 
a splenectomy and side-to-side portal caval shunt 
were performed, under hypothermia. 

Pressure studies at the time of operation revealed 
a pressure of 290 in the free portal vein, a pressure 
of 290 in the hepatic vein with the portal vessel 
occluded, and a post-anastomosis pressure of 120 
mms. of water. 

Postoperatively the patient did poorly during the 
recuperative phase with a poor wound healing, a 
prolonged ileus requiring intravenous therapy, mul- 
tiple dressing changes, etc. The patient eventually 
healed without difficulty however, and has now 
returned to his work. 


DISCUSSION 


\ brief background and etiology of portal hyper- 
tension and cirrhosis is given with emphasis on the 
role of obstruction as the cause of portal pressure 
elevation. It is felt that with cirrhosis there develops 
an hepatic block to the portal circulation and that 
arterio-venous fistulae do not significantly contribute 
to the increase in portal pressure. This has been 
demonstrated by clamping the portal vein in patients 
with portal hypertension and then measuring the 
pressures on the hepatic and portal sides of the 
clamp. Increase in pressure on the hepatic side must 
indicate obstructive elements within the liver rather 
than arteriovenous fistulae. 

he cirrhotic patient develops a gradual venous 
obstruction in his hepatic bed with increase in pres- 
sures in the portal, splenic, mesenteric, and coronary 


vessels. When venous decompression occurs through 


the collateral vessels, esophageal varices result. This 
shunting of the portal blood decreases the nutrients 
which reach the liver by the portal circulation, in- 
creases the venous pressure in the upper intestinal 
tract and causes poor motility and probably inade- 
quate absorption from this area. As portal hyper- 
tension continues a gradual transudation of fluid 
high in protein material occurs from the mesenteric 
venous system and ascites develops. The end result 
of this is the patient with poor nutrition, low pro- 
teins, esophageal varices, and eventually death due 
to either malnutrition, esophageal bleeding, or hepatic 


failure 
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In the past, surgery of portal caval shunts was 
limited to those patients who had several episodes 
of esophageal bleeding and the presence of ascites 
was often cited as a contraindication. It is our feel- 
ing that the patient with portal hypertension due to 
cirrhosis should be considered as a candidate for 
surgery and a shunting procedure once the diagnosis 
has been established. The presence of cirrhosis with 
or without esophageal varices, but with ascites indi- 
cates portal hypertension. A diagnosis of cirrhosis 
can be made by liver function studies as well as a 
punch biopsy of the liver. We consider it fortunate 
that some patients do not develop esophageal varices 
early in their disease but may have ascites instead. 
A side-to-side portal caval shunt is the procedure of 
choice in this condition which by decompressing the 
portal circulation and hepatic venous bed, signifi- 
cantly reduces the ascitic fluid formation and _pre- 
vents esophageal varices from occurring. Three cases 


are presented supporting this point of view. 
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Thinning Hair in 


Young women whose hair suddenly begins to fall 
out need have no fear they will be left looking like 
actor Yul Brynner. 

Drs. William B. Guy and Walter F. Edmundson 
of Pittsburgh, writing in the February Archives of 
Dermatology published by the American Medical 
Association, said the condition is most likely tem- 
porary and can be treated successfully. 

They said diffuse cyclic hair loss in women is 
“rather common” and is entirely different from per- 
manent hair thinning that occasionally occurs in 
women in middle or late life. 

“Tt occurs in transitory episodes, lasting for sev- 
eral weeks usually. The typical patient is a vigorous 
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Young Women 


otherwise healthy woman 

“Needless to say, the emotional overtones in this 
situation are great. Some men take the state of their 
hair seriously. Practically all women do 

“It is the source of much perplexity because there 
is no apparent cause. 

“It is probably a physiologic phenomenon. In 
these people a significant per cent of hairs enter the 
When they fall out 


in a short period of time, the situation causes alarm.”’ 


resting phase simultaneously 


The authors said the hair that falls out usually 
is replaced by new hair growth. They said they had 
been able to arrest the process by administering cor- 
ticosteroid hormones. 
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Immuno-Pancreatitis 


A Preliminary Report 


Acute and recurring attacks of 
pancreatitis may be caused by food 
allergy and attacks may be pre- 
vented by eliminating the offend- 
ing food from the diet. It is well 
to consider this possibility when _ 
dealing with this distressing con- 
dition. 


HE QUESTION of antigenic 


pancreatitis as 
well as that of the broader question of gastro- 
intestinal allergy, is often disputed and frequently 


difficult of proof vet that it 


does occur is without question. There have been rel- 


itively few repors dealing with allergy of the ab- 


dominal organs probably largely bec ause of their 


inaccessibilitvy."® Interest is therefore naturally 


aroused as to the seat of the allergic processes ind the 
nature of the reactions 

The exact measurement of allergic phenomena in 
gener i] 


ibout it are known. Antibodies, including anaphv- 


remains unknown, although certain facts 


lactic antibodies, heterophile antibodies, atopi: 


reagins and blocking antibodies are present in the 
blood of allergic individuals; however, available data 
do not reveal a constant association of a given 


antibody with the various allergic conditions. It 


would seem, then, that the mechanism of allergy can- 


not be precisely correlated with the antibodies which 
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have been detected to date. 


rhus, it would appear 
that allergy can be adduced as the cause of pan- 
reatitis when an altered reactivity of pancreatic 
tissue can be demonstrated by the induction of one 
ir more allergens. 
CASE REPORT 
University of Pennsylvania Graduate Hospital 
(ase Number 236222: 19 year old white female high 
school student was admitted to the hospital on 12- 
28-54 because of recurrent attacks of epigastric 
pain, and was discharged 1-24-55. 
Since May 1953, she had been admitted to a neigh- 


} 


wring hospital on four separate occasions because 
of recurrent epigastric pains. The attacks occurred 
episodically, varying in duration from one week to 
one month. The present episode began fifteen min- 
ites postprandially 12-17-54, and was associated 
with a throbbing vertex headache which later local- 
ized bite mporally There was no nausea or vomiting 
on this occasion; however, all other episodes had had 
oncomitant nausea and vomiting. Vomitus contained 
bile colored fluid and sometimes recently ingested 
food particles. The pains were described as cramp- 
ing or burning in nature, and usually began in the 
epigastrium with radiation to the left costal margin 
and left costovertebral angle. Gaseousness and sour 
eructations were experienced with the pain. There 
was no relief from changing the position of the body, 
or from ingestion of Gelusil. Most attacks occurred 
within thirty minutes after eating provocative foods. 

She took three enteric coated pancreatin tablets 
t.i.d., from August to November 1954 and was asymp- 
tomatic for this period of time. She gained thirteen 
pounds, but had lost most of that during the two 
weeks prior to this hospitalization. Terramycin was 
taken in varying amounts with six of her attacks, 
with apparent relief, and four weeks prior to the 
present admission she took twenty-four tablets of 
rerramycin, and again repeated this medication in 


the week immediately preceding admission. 
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Until the age of sixteen, she passed four or five 


large stools daily but since had had only one evacua- 
tion daily. 

Studies elsewhere had revealed negative cystoscopy, 
normal retrograde urogram, normally functioning 
gallbladder without evidence of calculi, normal bari- 
um enema, negative flat abdominal film during an 
attack of pain, several negative studies of the stom- 
ach and duodenum. 

A progress meal study, however, showed segmen- 
tation and flocculation of barium suggesting disord- 
ered motor physiology. On two occasions the serum 


amylase was reported to be 225 mgm.“%, but on both 
occasions blood was drawn on a day when Demerol 
had been given (50 mgm.). A stool specimen showed 
slight increase in total fat content. 


Past Medical History 


The patient was adopted at the age of ten days. 
At one month of age, the patient had difficulty with 
her formula and vomited frequently until four months 
old when Knox gelatin was substituted and seemed to 
give improvement. She apparently was always rather 


At 


received a battery of skin tests 


“sickly” and gained weight poorly as a child 
four years of age, she 
and “was found to be allergic to many substances” 
Up to ten years of age, she had been subject to fre- 
quent “colds”, with tightness in the throat and nasal 
stuffiness, and had several episodes of “pneumonitis” 
with an apparent predilection for the right side of 


her chest. Whenever dogs would come near her, she 


experienced periorbital edema, rhinorrhea, and would 


develop a rash. Appendectomy was performed at 
twelve years of age because of symptomatology very 


present illness. 


similar to that of the } The appendix 


} 


was not acute but she had no recurrence of symptoms 


for five years. There was no history of childhood 
eczema, hay fever or asthma. Diarrhea was promptly 


experienced as a baby upon ingestion of pureed peas 


and lentils. Itching and vomiting were experienced 
after ingesting veal and pork. 


Physical Examination 


The abdomen was flat with a right lower quadrant 
McBurney’s scar which was freely movable and non- 
tender. Tenderness was elicited in the epigastrium 
toward the left end in the left costovertebral angle. 
Bowel sounds were hyperactive but of normal qual- 
ity. No organs or masses were palpable. The re- 


mainder of the examination was not remarkable. 
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Laboratory Studies 


Red Cell Count 
Hemoglobin 
White Cell Count 


4,350,000 
12.5 grams 
12,400-7 


Neutrophiles 64% 40% 
Lymphocytes 30% 38% 
Monocytes 2% 8% 
Eosinophiles 4° 8% 
Prothrombin Time 15 seconds /100% 
Sedimentation Rate 8 m.m./hr. 
F.B.S. 85 mgm.‘ 
Oral Glucose Tolerance Test: Starch Tolerance 
Tests: 
Fasting 96 mgm.‘; 80 
1/2 hour 158 mgm.‘ 97 mgm.“ 
1 hour 98 mgm.‘; 89 
2 hours 68 mgm.‘; 75 
} hours 63 mgm.'; 81 mgm.‘ 
Serum Amylase 75 mgm.‘; —400-—290—88—99 
320—107 
Serum Lipase—0.22—0.61—0,99—1,28—1.0 ces 
Serum Proteins 6.3 grams ‘; 
Albumin 3.7 grams ‘% 
Globulin 2.6 grams ‘; 
B.U.N 10 mgm.‘'% 
Calcium 9.8 


Serum Bilirubin 0 


8 /0.7 


> mgm.‘ 


Urinalyses Specific Gravity 1.007, 


ac id 


negative, sediment negative 
Occult Blood 3+, 


Stool 
Stool Balance Study: 
Fat 
Nitrogen 
Total wet weight 
Total dry weight 


Fat content 


reactions, 


albumin 


44 
5.1 gms. /3 davs 
gms. /3 days 
255 gms 
44 gms 


and 


25 neutral or 


sugar 


15.1% of dry weight 


Secretin test (SO units I.V.) 
Tcterus 
Time Volume Index 
0-10 mins. 37 ces 250 
10-20 mins 10 ces 225 
20-40 mins 30 ccs 200 
40-60 mins 23 ccs 250 
Total 100 ccs 


Secretin test—Serum 


Fasting: 


Amylase 1 
Amylase 1 


Gastric Analysis: 


1 hour 


Enzymes 
14 mgm.‘ 


05 mgm.% 


Duodenal drainage 


CO?2 
mEq/L 
mEq/L 
mEq/L 
mEq/L 


Lipase 0.53 ces. 
Lipase 1.14 ccs 
(Ewald test meal) revealed no 
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i . é \ ‘ 
90 
95 
90 
65 4 

| 


free acid in one hour although the total acid 
reached 27 units at 45 minutes. Bile was present 
in all specimens. Histalog (50 mgm.) was then 
given I.M. and within 10 minutes the patient felt 
a flush and onset of a headache. 20 clinical units 
of total acid were detected after the administration 


of Histalog. 


X-rays of chest and abdomen were essentially neg- 
ative. Barium progress meal study showed no ab- 
normality of the esophagus, stomach or duodenum 
There was a slight fragmentation throughout the 
small intestine. The terminal ileum was negative 
These changes were ascribed to a disordered motor 
function but were also considered consistent with the 
malabsorption syndrome 


Hospital Course 


About mid-morning 1-4-55, the patient experienced 
burning epigastric pains, radiating to the left costal 
margin and left costovertebral angle. Examination 
revealed deep left epigastric tenderness, with an area 
of tympany in the left lower chest and left upper 
quadrant. No succussion splash was demonstrable 
and bowel sounds were not remarkable. Blood studies 
at that time showed a rise in eosinophile count trom 
4% to 8% The serum amylase had risen to 400 
mgm.‘; but the lipase remained within normal limits 
(0.61 ces.) attack 
the 
No 

ittack 


Urinalysis at the time of this 


ul 


was essentially negative. The following day, 


fasting serum amylase level was 290 mgm 


opiate Was administered in relation to this 


She was treated for pancreatitis by a 
mitting nothing by mouth, parenteral fluids and elec- 


trolytes, Pro-Banthine 15 mgm. every four hours, 


Gelusil two teaspoonfuls hourly, and hypodermi 
sodium phenobarbital. This attack continued in vary- 
ing intensity for three days with gradual subsidence. 


On the afternoon of 1-6-55, the patient was given 


four minims of Adrenalin 


She experienced tachy- 
cardia and palpitations, but soon thereafter was re- 
lieved of her symptoms. Serum amylase had already 


returned to normal limits the afternoon before. On 
the same evening after the Adrenalin, however, she 
noted swelling of her hands, and, two hours later, 
itching of the legs. At this time the possibility of 
food hypersensitiveness playing a role in the produc- 
tion of her pan reatitis was first considered. Con- 
sequently, skin tests for foods, inhalants, and pollen 
were performed. These revealed strongly positive 
tests for lima beans, navy beans and suspicious re- 


actions for cauliflower, oysters, egg white, almond, 


sweet yx yitato, 


apricot, cashew nut, cotton and house 
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dust. On 1-18-55, a progress meal study was carried 
out with the barium mixed with chocolate, veal, and 
lima bean puree as a provocative test. Gastric stasis 
was noted for three hours, compared with the stomach 
being empty in one hour previously. The small bowel 
pattern was essentially unchanged but the patient 
experienced pain in the umbilical area, with tender- 
ness one half hour after ingestion of the meal. This 
pain continued until the following day and was 
associated with itching of the face. The amylase and 


lipase values were as follows: 


Amylase (mgm. ) Lipase (ccs.) 
Date Meal Fasting 4 hours Fasting 4 hours 
1-18-55 Barium with veal, 99 320 1.0 —_ 
chocolate and 
lima beans 
1-21-55 Veal 91 49 1.1 0.77 
1-22-55 Chocolate 55 71 0.48 1.1 
1-24-55 Lima beans 72 85 0.62 0.79 
In the period between the attacks, which began on 


1-4-55 and with subsequent provocative meals, there 
were no spontaneous episodes of pane reatitis. During 
this period, she was given a gradual advance in an 
elimination diet. Fat 


omitted from the menu. 


type and fried foods were 

The discharge diet was an elimination type and 
permitted lamb as the only meat initially. Strict avoid- 
ance was to be made of all foods in the lentil group, 
eggs, chocolate, seafoods, gravies, fried foods, orange 
and pastry. In addition she was given six tablets of 


ple strength pancreatin with each meal. In 


4 


the 
event of, or return of, abdominal pain, nausea, diar- 
rhea, itching, skin rash, nasal stuffiness, etc., she was 
to record where she had been the previous eight hours 


and to list all foods ingested the two previous meals. 
DISCUSSION 

Ivy and Gibbs? feel that acute pancreatitis is a 
relatively common disease which may manifest mild 
edema without symptoms, or range to a generalized 
fulminating necrosis with marked pain, shock and, 
eventually, death. A comprehensive analysis of the 
possible etiological factors of acute pan¢ reatitis by 
these same authors lists allergy as a cause of pan- 

Some felt that a pan reatic external secretion de- 
ficiency, or a surpassing of the pancreatic threshold 
by excessive total food intake, tends to cause food 
allergy, and that ingestion of whole active pancreatic 
Markel® 
attributes this deficiency of pancreatic external secre- 
tion to 


extract should overcome this tendency. 


a complicating pathological disturbance of 


acini following mumps”.”? Boldyreff is generally 
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accredited as the first to observe, on dogs, that pan- 
creatic enzymes are absorbed from the duodenum into 
the blood stream.'®!715 Walzer reported that the 
presence of small quantities of protein, sufficiently 
whole to be identified, are regularly found during 
digestion, and that these are absorbed into the blood 
stream. Further, he concluded that in allergic indi 
viduals it is the appearance of these whole proteins 
which produce the allergic phenomenon. 

The major allergic phenomena are probably due 
to release of histamine, or histamine-like substances, 
into the circulation consequent upon the union of 
antigens and antibodies. Following this premise, 
Rodrigues-Olleros* was able to experimentally pro 
duce pancreatitis in a series of dogs by intravenously 
injecting histamine. Edema, hyperemia, and hyper 
secretion of the pancreas were noted. Courelaine and 


Borgetan® sensitized dogs to horse serum by intra 
venous injection, and then reinjected the serum into 
the duodenopancreatic vein and directly into the 
pancreas. Pancreatic edema became apparent at once 


Serosanguineous fluid was found in the peritoneal 


cavity when the animals were sacrificed the next dav 


and the re was evidence yt mental fattv necrosis 


In addition, the pancreas was edematous and con 


tained many hemorrhagic areas. Maragliano™ and 


Bezza*! have also reported rather similar findings 
‘xperimental allergic pancreatitis 


I'wo recently observed cases of pancreatitis" wer 


presumably of allergic origin; however, the question 


of morphine administration in relation to abdominal 


pains and the serum amylase levels is not clear. Both 


are said to have developed pancreatitis after 
ingesting apple and chocola both of which had 


Shaffer’ de 


} 
xdomit 


produced a 


scribed a case of , associated with 


generalized urticaria, “completely — re 


lieved” by administrati« intihistamine 


DIAGNOSIS AND TREATMENT 


Since it is her common kn ywwledge that food 
persensitiveness may occur in the absence of re 
vield negative skin rea 
gen, the clinician must 

} 


rely on other means than skin testing for detecting 


the etiological agent. An adequ ite history of possibl } 
offending foodstuffs is imperative, even though many 
suspected foods may have been eliminated from the 
diet anyway. Whether this is true or not, a food 
diary is invaluable. This is followed with an elim- 
ination diet, beginning with a simple basic diet and 


gradually adding foods to it. The offending food 


or foods should be detectable and given to the patient 
to reproduce the symptoms and signs—and_ then 
removed from the diet with a relief of symptoms and 
signs, This should be repeated several times so as 


to definitely identify the offending agent.'*?5 Barium 
studies, with and without the offending foodstuff 
blended in, may be employed to confirm the diag 
nosis; serial serum amylases and lipases should also 
be drawn concurrently with the barium studies, both 
in the fasting state and at intervals during and 
after the barium study. Elevated pancreatic enzymes, 
abdominal pains, and the roentgen pattern of hyper 


} 


motility of the barium meal through the small in 


} 


testine (reaching t cecum in one hour or less), 


segmentation or ¢ of barium, slow gastri 
empyting and hypermotility where the lumen has been 
diminished may be found singly or all together in 
such study Treatment is avoidance of the offend 
tamines, vagus 
nitrates and amin 
vivantage Because of 
sphincter 
is considered 
sometimes be necessary 
for, as vet, there 
paraver 
ifferents from the 
ing the acute phase 
more useful a 
chroni 


ition or el 


e mea 


ise illustrating antigenic 
presented 
More information as to the basic nature of th 
processes involved is needed, and still further inves 
tigation of little explored field should offer ric! 
returns 
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The Problem of Hiatus Hernia 


WILLIAM D. POR, M.D 


Hiatus hernia is often overlooked. 
Even after it is found, it is often 
difficult to make an accurate eval- 
uation of its role in producing a 


group of symptoms. 


IATUS HERNIA presents a problem in diag 


nosis and treatment that engages the attention 


of many physicians. The general practitioner, the 
internist, the gastroenterologist, the cardiologist, the 


surgeon, the hematologist, and the endoscopist are all 
concerned with the problem. About five per cent of 
those patients having an upper gastrointestinal x-ray 


examination hav i hi itus hernia I There has been 


no dearth ef recent literature on the subject. How 
ever. most of the rticles have pre sented only on 
phase of the problem or described results in one or 


not een 


le approaching the problem from a broac 


nostic and the rapeut frustration it can cause 


Accordingly, it seems worthwhile to relate th 
experience of one who has seen personally the vagar 
ies of the condition in forty private office and hospital 
patients collected between January, 1950, and thi 
fall of 1959. It is acknowledged that no great statis 


tical significance can be put on such a small series 


collected from among the general run of internal 


medical patients. It is also true that available sta 
tistics have not been of great help in treating some 
of the patients reported on below. All but four were 
diagnosed while under my care and, in my role of 
“family” internist, I have treated them for hernia 
or other symptoms an average of three and a half 
years. In some, an accurate diagnosis was not made 
as soon as it should have been because it was not 
considered. Various forms of treatment have been 


used with varying degrees of success. 


From the Roanoke Valley Medical Clinic. 
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Roanoke, 


Virginia 


CLASSIFICATION AND PATHOGENESIS 


Hiatus hernias are of two types: paraesophageal 
and sliding. In the first type, a knuckle of the fundus 


of the stomach herniates above the hiatus beside the 


‘ 
esophagus. The esophago-gastric opening is usually 
below the diaphragm. In the second, the cardia of 
the stomach lies above the diaphragm 
Th in? inefane if ld apy 
In Many instances, it would app i! 


ire due to altered pressure relationships and not to 


stricture, erosion, or esophagitis. In support of this 
theorv. which has not been suggested in the literature 
or shown erimentally, would be the acute sudden 
ness wit \ I ling of ssure in the chest can 
weur after eating and be relieved just as abruptly 
Surely, esophagitis does not become cured in a matter 
se ds 

Ag ) sit ncreased dom tl pressure n 
prostatisn 1 pregnar ha ill been incrin ted 
is Import tors. In sixteen of tl ses reported 
were, the s marked dorsal kyphosis although 
narker es vas not present. It is mentioned often 
n th r re that tn ng over will oft bus 


some causal relationship to the hernia 


As in rniae of other tvpes, there is doubtless a 


tur to vith tr f ring but thi 


the s sses of agi 


mecept not lend itself t proot Trauma has 
ir the subsequent development of hiatu 
Finally, no one can say in a given instance why 
hiatus rnia ce clops 


THE DIAGNOSIS 


There are twenty-two women and eighteen men in 
ie series. Eleven, or about one-fourth, were under 
age. One was a twentv-one vear old 
man. There was a tendency toward corpulency and 


none of the patients was asthenic in habitus. Only 
two. however. were grote spur lv obese 

The symptoms are protean, variable and inter 
mingled so that they often pose a diagnostic dilemma 
They can be classified only generally. The patient 
may present himself with symptoms which mimic the 


digestive, cardiac, respiratory, hematologic or purely 
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viewpoint wit the diag 


functional disorders. He may come in with a mixture 
ot symptoms which only continued observation, some- 
times for many months, can elucidate 

The symptoms of hiatus hernia may be so severe 
as to seem a threat to life or so trivial that treatment 


is not necessary. The digestive symptoms are mostly 


those of obstruction or those frequently described 
lately as being due to peptic esophagitis. They may 
complicate other gastrointestinal diseases. Eleven of 


omplained that “food would not go all 
the way down,” or that there was a distressing lump 
which formed at the level of the xiphoid, immediately 
ifter swallowing, which would be relieved either by 
“moving on down” or leaving the table 


tating. Such 


ind reguryi- 


regurgitation was not attended by 


marked nausea and often the patients could return 


ind eat a full meal, This obstructive symptom had 


not caused marked weight loss or impairment of 


health except in one patient. In this group, patients 


with marked pain are not included It is believed 


that this symptom is almost diagnostic, is most easily 


ont ned radiologically and is of leas Importanct 


is a health hazard. In a pure form, this lump-at-the 


ci d syndrome was not aggravated by the supin 
position, a consideration which has perhaps been 
over-emphasized. Palmer found symptoms aggra 
vate by recumbency in only 22 per cent whose 
symptoms were ascribed to hiatus hernia 


Case 1 will illustrate this svndrome in extreme 


form. A sixty-seven year old, hypertensive, kyphotic 
woman had had a lump behind her xiphoid, imme 
diate ifter swallowing, for years. Her eating re 
sen d that of a puking baby—much work for littl 
nourishment. She was embarrassed because she felt 
she d to eat alone and could not attend church 


suppers or eat in a restaurant. An operation was 


mentioned and she readily assented. A large para 
esophageal hernia was repaired and she was able to 
attend church suppers again 

Esophageal pain has been described as burning, 


boring, frequently radiating into the back or throat 


ittended by nausea, often worse on reclining and 


varving from negligible to being so severe as to 


require opiates.* Seven patients in the present series 


had predominantly symptoms of this type. The main 
symptoms were mild and vielded to simple treatment 
but the diagnostic dilemna is illustrated by case 2. 
This patient, a seventy-five year old, nervous 
woman developed epigastric pain in 1950. For years, 
she had been a finicky eater complaining of gas and 
heart burn. It was marked by radiation into chest, 


throat and accompanied by anorexia and weight loss. 
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An upper gastrointestinal series was negative. A 
cholecystogram revealed a very poorly functioning 
gall bladder and a cholecystectomy was performed 
in 1952. Post operatively, she continued to have 
marked epigastric and burning esophageal pain and 
anorexia. She was very discontented with her surgery 
and, in an effort to ameliorate her severe symptoms, 
she was operated upon for the relief of her “post- 


cholecystectomy syndrome”’ in 


1956. A_ sphincter- 
otomy was performed since no other disease was evi- 
dent. She had been referred by her family physi jan 
oO a conservative surgeon who, in turn, referred her 
to me. She was 
by her husband, and labeled as senile by her children. 


I hus the 


a thin, aged woman, brow-beaten 


stage was set for diagnosing a functional 


disorder. 


After months of antispasmodics, sedatives, 


ind antacids, she fell and fractured her hip in 1957. 


While convales« ing, she had an exacerbation of her 


esophageal symptoms. Another gastrointestinal ex- 


amination was made and this time a small hiatus 


hernia was discovered. This patie nt had had nearly 


ten years of misery, two major operations and is 


still not well. The probable cause for her symptoms 
} 


could have een found earlier h id she not had gall 


bladder disease and, more important, if the esoph- 


igeal symptoms of hiatus hernia had been fully 


appreciat d 


As shown above. the correct evaluation of aty pl al 


symptoms of other diseases may point a shadowy 


finger to hiatus hernia. This is important because 


he hernia symptoms frequently occur with other 


digestive conditions. Two patients had concomitant 


gall bladder disease Seven had peptic ulcers of 


stomach or duodenum. Two had an esophageal diver- 
ticulum above the level of the hernia and in one 
if these a peptic ulcer was found in the herniated 


portion ol the stomach. 


The compounding of symptoms and the confound- 
ing of the diagnosis can be illustrated by a fifty-eight 
vear old illiterate man who was first seen with a mild 
case of broncho-pneumonia who was treated as an 
out-patient. On his return visit, he complained of 
vague hurting beneath his ribs and in his epigastrium 


He was 


decidedly tender in the right upper abdominal quad- 


and the inability to eat without vomiting. 


rant and cholecystography revealed a non-function- 
ing gall bladder which could account for all his 
However, since he 


symptoms. was having marked 


regurgitation, a gastrointestinal series was done 
which nicely demonstrated a hiatus hernia. Thus, 
failure to explain all the symptoms did not result 


in the treatment failure as described in case 2. A 


cholecystectomy and repair of the hernia were ac- 
complished with difficulty in one abdominal opera- 
tion. 

It would appear that the proper appraisal of 
symptoms referable to esophagus, heart, stomach, 
duodenum, or gall bladder should, so far as possible, 
rule out a hiatus hernia. To put it another way, since 
twelve of the forty of these patients had other diges- 
tive or heart disease, it is well not to blame the hernia 
symptoms on more prevalent and more easily demon- 
strated conditions. 


It is well established that a hiatus hernia can 
cause symptoms indistinguishable from coronary in- 
sufficiency. It is equally well established that hernia 
and coronary disease can co-exist, making appraisal 
of either condition diffi ult or impossible. In this 


there were eleven patients who would have 


series, 
abrupt attacks of retrosternal crushing pain not re- 
The pain could be so intense as 

to cause prostration. It would not infrequently radiate 
into the neck or the left arm. In this series, however, 
none have resulted in shock or marked tachycardia. 
Case 4 illustrates the myocardial infarction syn- 
drome of hiatus hernia. A fifty-eight year old phy- 
sician was seen at his home about 11:00 P.M. He 
Was moaning with pain, clutching his chest, sighing 
for breath, and perspiring profusely. Intermittently, 
he gagged but could not vomit. He did not get relief 
from 12 mgs. of morphine and was then hospitalized. 
He was placed in an oxygen tent and finally became 
comfortable after another dose of morphine. Several 
electrocardiograms were negative. After twelve hours, 


a G.I. 


hiatus hernia. He has lived 


he was comfortable. After thirty-six hours, 


series revealed a small 
eight years since this episode and has no cardia 
disease. 

Hiatus hernia may mimic milder forms of coronary 
disease. A fifty-eight year old machinist complained 
of retrosternal pain when he straightened up from 
his work and walked fifty yards. The symptoms had 


been present three weeks and occurred almost daily. 


The pain was indistinguishable in character from 
angina pectoris and this diagnosis was made although 
an electrocardiogram was normal. He was advised 
to stay at home and rest for two weeks in anticipa- 
tion of a myocardial infarction. When he returned, 
he complained of mild indigestion and a G.I. ‘series 
revealed a very large hiatus hernia and a deformed 
duodenal cap. An EKG was still normal. On modi- 
fied ulcer regimen, he has remained well. This case 
illustrates one strong differential point in distinguish- 


ing coronary disease and hiatus hernia: angina pec- 
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toris is usually consistent; hiatus hernia is bafflingly 
inconsistent. 

Case 5 illustrates the confusion of co-existent 
coronary disease and hiatus hernia. This sixty-four 


year old diabetic woman complained of “upset stom- 


ach” in early 1957. She had much belching and sour 
stomach, with occasional mild nausea. A G.I. series 
was negative. Two months later, after eating a full 
meal in a large restaurant where she had walked 
from a parking lot and climbed a long flight of 
stairs, she was stricken with severe retrosvernal pain 


radiating into the left arm. She was carried to the 


hospital via ambulance and treated as a case of 
myocardial infarction. An electrocardiogram was 
consistent with the diagnosis. She made a good 
recovery and has remained relatively well though 
she still 

} 


mains abnormal but a G.I. series, in May, 1959, 


has indigestion. An electrocardiogram re 


revealed a hiatus hernia. She can precipitate chest 
pain by exertion and still be relieved by nitroglycerin. 
She is unable to distinguish between the chest pain 
that comes after eating and that coming after exer 
tion 

Case 6, a seventv-eight vear old woman had “heart 
disease” for twenty vears after an attack of infarction 
syndrome. She had never been truly disabled but 
attacks of chest pain and dyspnea 
Finallv, she had a G.I. 


series which revealed a large hiatus hernia 


she would have 
at night every vear or two 
Digitalis 
which nauseated her was discontinued, a left phrenic 
resection was done and she was much improved 
Her electrocardigram revealed no marked abnormal- 
ity. Three “cardiac’’ cases demonstrate the impor- 
tance of always considering hiatus hernia in dealing 
with chest pain. One can only imagine the number 
of people with hernias who have been misdiagnosed 


as having coronary disease. One can but speculate 
on the number of people with cardiac disease whose 
symptoms are difficult to appraise because a hiatus 
hernia is unsuspected. 

Respiratory symptoms have not presented them- 
selves with any purity in this series. Case 6, above, 
is described as resembling an attack of paroxysmal 
nocturnal dyspnea. Several cases of lump at the 
xiphoid patients stated that it felt as if something 
“cut off the breath” temporarily but this was not 


particularly distressing. 

Another group of patients pose a special problem 
that may occasionally be a challenge to the hema- 
tologist. Case 7 is such a patient. She was seventy 
years old and was first seen in 1954 in the hospital 


where she had been placed for treatment of labyrin- 
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thitis. Three years previously, she was found to be 
anemic and was given several blood transfusions. 
Subsequently, she had been given liver injections, 
vitamins, and iron but the anemia remained. When 
first seen, the hemoglobin was 7.5 grams. Gastri: 
analysis revealed no free hydrochloric acid after his- 
tamine stimulation. A G.I. series revealed a “very 
small amount of the gastric mucosa had _ slipped 
through the esophageal hiatus producting a hiatus 
hernia about 2 or 3 centimeters in diameter.” Her 
weakness and anemia again became pronounced and 
she was hospitalized in May, 1955. A bone marrow 
examination revealed marked hyperplasia of the 
erythroid elements. Later, in 1955, she was hospital- 
ized at a University Medical Center where the mar- 
row was reported as very cellular, suggesting chronic 
blood loss No other cause for anemia has been 
found. The fact is that she is still anemic and still 
going at the age of seventy-six with hematologic 


u 
vo. 


findings about as they were six years a 

Only after several years would one suggest that 
her anemia, varving between 5 and 10 grams of 
hemoglobin, was due to bleeding from the hernia 
Marked hypochromia and rare early red cells in the 
peripheral blood and a barely palpable spleen persist. 
The enlarged spleen is not incompatible with chronic 


blood loss according to W introbe® 


The dilemma of diagnosis is presented nowhere 
more nebulously than in the frank neurotic. Case 8 
was a fifty year old, hysterical women first seen in 
1951. She had had her left kidney, the gall bladder, 
and the uterus removed. She had had two lapar- 
otomies for adhesions She had classi hysterical 
bloating as described by Alvarez. She would have 


attacks of vomiting and severe epigastric pain, sug- 
gestive of gall stone colic. Finally, in 1957, a G.I. 
series revealed a small inconstant hiatus hernia. She 
is considered beyond surgical redemption at this 
time. One can but wonder if she may have had a 
happier life had her hernia been demonstrated thirty 
years ago. 

I agree with Palmer® who poignantly sized up the 
matter when he stated, “What is needed is a broad 
clinical formula to permit identification, not of 
patients with hiatus hernia—for that would be miss- 
ing the point—but rather of patients with hiatus 
hernia whose troubles are due to hiatus hernia.”’ In 
his study of 214 patients, “more than one-third had 
apparently never had symptoms attributable to hiatus 
hernia” 


Case 9 presents an interesting point. This patient 


was sixty-one, markedly kyphotic with osteoporosis 
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of the spine. She complained of vague chest pain 
and indigestion with some regurgitation. She pre- 
sented herself to a thoracic surgeon. A G.I. series 
revealed a hiatus hernia and she was operated upon, 
without relief. She became hostile to her surgeon 
and hostile to me when I could not offer her imme- 
diate relief. When last heard from, she was receiv- 
ing chiropractic consolation which will give more 
comfort than her thorocotomy. 

These cases are outstanding examples of the prob- 
lems presented by hiatus herniae. At best, the phy- 
sician can think of the condition, look for it, appraise 
it, fit it in with the symptoms, call in all the help 
he can find from radiologist to endoscopist, and pray 
he will be right. 


Taste I 


Prominent Symptoms in Forty Cases 


of Hiatus Hernia 


Xiphoid lump” 11 patients 

“Esophagitis” 7 patients 

Coronary” 11 patients 

“Ulcer” 11 patients 

“Anemia” 4 patients 

“Functional Indigestion” 14 patients 
Tasce Il 


Concomitant Disease in Forty Cases 
of Hiatus Hernia 
Duodenal ulcer 


6 patients 
Gastric ulcer 2 patients* 
Gall bladder disease 2 patients 
Esophageal Diverticulum 2 patients 
Symptomatic heart disease 3 patients 


*1 patient had gastric and duodenal ulceration. 


It is not the purpose of this report to assume any 
radiologic al burden but, since the objec tive diagnosis 
most often is by x-ray, certain consideration must be 
taken into account. Not all hernias are demonstrable 
even by contortions particularly favored by one or an- 
other radiologist; not all the hernias “ound are symp- 
tomatic. Some favor a right anterior oblique position, 
some a left oblique Trendelenburg, some a right ob- 
lique prone position, with or without abdominal pres- 
sure. One author believes that supine straight leg rais- 
ing has particular merit. The point seems to be that 
they are best demonstrated in the position in which the 
examiner takes the best look. The right oblique prone 
position, with use of a radiolucent cushion as ad- 
vocated by Wolf and Guglielmo® seems to have 
particular merit. In this series, the radiologic diag- 
nosis was made by myself in twenty-seven of the 
cases. As Palmer’ has pointed out, “the radiologist 
is not able to detect the junction between the esoph- 
ageal and gastric mucosa and must render his opinion 


on the basis of the number and configuration of the 


regional mucosal folds, plus the point of sudden 


increase in the tube’s diameter”. In any event, the 
literature indicates they are easily missed. Case 10 
is that of a fifty-four year old man who had “sour 
belches” and intermittent, severe, left chest pain for 
fifteen years. He had been x-rayed five times, by 
myself and others, including once at a University 
Medical Center. Finally, I was able to see a small 
paraesophageal hernia which was subsequently 
repaired. 

The finding of a hiatus hernia does not mean 


hernial diseas symptoms are highly sug- 
gestive, it is worthwhile not to abandon the diagnosis 
because of a negatin ray. An occasional hernia 


will be found by film of the filled esophagus 


which can be done withcut sp 


having thet 


eight seconds | 


ial manipulation by 


t swallow of barium about 


kes routine stomach x-rays 
My experience has n tha hen a hernia was not 
demonstrable bi posterior oblique or the right 
anterior obli demonstrable by 


he Trendel Certainly, the manage- 
dark by enfeebled 


vithout lowering the head 


ment of 


patients is not « 


TREATMENT 


rnia poses certain prob- 

mcerned with eradication 

nist 1s concerned with a 
with it, if possible 
SO severe as to 

nience, risk and morbidity 

[he mortality of operation 

nd I hav 


on the painful post-su l 


seen no statistics 
chest which is a problem 
to the internist and ral practitioner, if not to the 
surgeon 


Act 


can be told 


ith a symptomatic hernia 
symptoms become severe 
enough, surgery can be of great help but 


that the surgery in hazards. Since the con- 
dition is seldom dangerous, the decision can be left 
to the patient. yasis, three patients chose 
thoracotomy. Two of the three got a good result and 
were satisfied with the operation. One left town 
soon after the operation and no follow-up was avail- 
able on her. It is interesting that all three of these 
cases has paraesophageal hernias, and chose opera- 
tion. One lady got to the surgeon first and got an 
unhappy result from her thoracotomy. 


Three other elderly ladies were treated by left 
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phrenic resection which had had favorable reports 


as a paliative procedure.® ‘Two had marked regurgi- 
tation and one had anemia of abrupt onset for which 
no other cause could be found. Such a mild procedure 
has as its purpose a relief of pressure on the stomach 
fundus and in enfeebled people certainly seems worth 
while. In these old ladies, a good result was promptly 
attained. They were all markedly kyphotic but in 
only one was mild dyspnea produced by the diaphrag 
matic paralysis. 

The experience with surgery is related only to 
emphasize the fact that it is not often necessary 
Some of the chest surgeons, nowadays, are becoming 
so concerned with the esophagitis, which has recentls 
become f ishionable, thi they are overlooki: th 


three per cent mortality cotomy. Esophagitis 
is usually quite manageable iC and has an 
ilmost negligible mortality 
Seven had some surgical 
still need ant 
from time to time. The remaining 
tispasmodics, or 
11s 1s not to knock surgery: 
no panacea 
} 


be reserved for those whos 


symptoms 


11 


enough for them to reall 


SUMMARY AND CONCLUSIONS 


diagnosis ] up therapeutic 
produces no symptoms or m 
toms and its treatment is symptomati hese 


conclusions one considering 


closely obse rved Cases ir ractice 


nine and one-half years 
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eager for it 
The treatment of hiatu 
lems. Surgeons Hiatus hernia is a problem in diagnosis. It fr 
1] 
of the disease; quently mimics or co-exists with other illnesses. At 
patient living comfort times, its significance is difficult or impossible to 
general, the sv1 appraise. Its presence can confuse; a delay in it 
worth the price i levs. It 
of a wide thoracotcm ; 
: ire the 
2 


demonstration of minimal hiatal herniation. J. Mt 

Sinai Hosp. 23: 738, 1956. 
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nosis. J. Thor, Surg. 27: 271, 1954 
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School Li 
brarv is exhibiting memorabilia of Dr. William M 


Kerr (or Carr) who entered medical school at the 


University of Virginia in 1826, one of the first vears 
of the Med il School Dr Robles Dung! son Was 
lis teacher inatomy and licine wl on 
ear va juir 3 rradua m and no linical 


udy was available. Dr. Kerr had studied previously 
inder Dr. John Flovd and at Hampden-Sydney. Dr 
Floyd in addition t racticing medicine was a mem 
r f the General Assembly, served in Congress 


ngdon District, and from 1830-1834 was 


The ‘ t shows two of the te xthooks whi h Dr 
Kerr used at the University of Virginia. One in 
Latin, Medical Dissertations” by Archibald Pit 
uirne was printed in Rotterdam in 1701. The copy 
Dr. Kerr owned is initialed by the author and is 
inscribed to Pitcairne’s father-in-law, Sir Archi 
bald Stevenson of Edinburgh. Dr. Pitcairne was so 


famous in his day and had such a great library that 


on his death, the library was bought by Peter the 
Great of Russia 


The other textbook shown is “The Family Femal 
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9. Drake, E. H.: Phrenicotomy for esophageal hiatus 
hernia. New Eng. J. Med. 256: 487, 1957. 


1603 Fra 


Roanoke, 


Exhibit at University 


nklin Road, Southwest 


Virginia 


Physician, or a Treatise on the Management of 


Female 


omplaints and of Children in Early In- 


Alexander Hamilton, M.D., Professor of 


ry in the University of Edinburgh. This 


an American edition, printed in 1793 in 


Worcester, Massachusetts 


lr Ke 


ive to 


rr emigrated to Indiana in 1831 at 21 vears 


begin his practice of medicine in Dublin, 


Wayne County. He moved to New Castle after gain- 


ing a W d 


pidemik 


putation as a physician during a cholera 


His final home in Indiana, after his mar- 


riage, Was painted in a butter bowl by some itinerant 


irtist 1} 
Also 


ming 


pours’ 

Mercury 
iduceus 

s1clans 


Giovanni 


Dr. Ke 


Burr of C 


exhibit 


is painted bowl is in the exhibit. 

li inter | 7 th 
Im a medical iamp intende Ior the 
of herbs to clear the atmosphere of “va- 
The small bronze statue on this lamp is 
with his emblem of the two serpents, the 


symbol which is used widely today by phy- 
rhis rate lamp by the Florentine sculptor 


Da Bologna (1524-1608) may also be seen 


n the Bargello Gallery in Florence, in a larger form. 


‘rr was the great grandfather of Horace 
irrsgrove who loaned this material for the 


Che exhibit will be up until early fall. 


Midwifery 
} be 
(rom 
Governor of Virginia 
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This is one of periodic articles on 


common poisonings which will be 
published in the Monthly from 


time to time. It is prepared by 
Dr. Kaye in collaboration with the 


Richmond Poison Information 


Center. 


is the most common poison in children 
between the ages of one to four. It is estimated 
that more than 100,000 cases are treated in the 
Emergency Room annually. Aspirin poisoning is 
especially deceptive in that the child does not always 
appear too sick in the earlv stages. Therefore, early 
recognition and treatment many times may make 
the difference of survival] 

Acetyl salicylic acid, M. P. 137 
MLD approximately 20 Gms./150 lb. man 


Synonyms: 


Derivatives: Sodium salicylate, MLD approxi 
mately 20 Gms.; Pheny! salicylate (salol), approxi 
mately MLD 5 Gms., M. P. 42° C.; Methyl sali- 
vlate (oil of wintergreen), approximately MLD 30 
ml.; Salicylic acid, approximately MLD 8 Gms., 
157° 

Uses: Analgesic, antipyretic, antirheumatic. 

Remarks: Salicylates are rapidly absorbed and 


usually can be detected in the urine within 30 min- 


utes. Allergy is not uncommon, usual reaction pro- 
duces uticaria, angioneurotic edema. The most se- 


rious outcome of overdosage is a profound .cidosis 
Symptoms: Nausea, vomiting may be delayed; 
disturbance of hearing and vision, tinnitus. Large 
doses first stimulate and then depress the central 
nervous system; initial excitement and convulsions 
followed by stupor and depression. Central stimula- 
tion also produces hyperventilation and an early al- 
kalemia, followed by a severe metabolic acidosis, 
cyanosis, sweating, thirst, bleeding gums, lowered 


prothrombin, peripheral vaso-dilatation, hyperpnea 


Aspirin Poisoning—CgoHgO4 


SIDNEY KAYE, Ph.D. 


Richmond, Virginia 


with dyspnea, renal and brain damage, weakness 
and fatigue, hypotension, irritability, delirium and 
confusion, respiratory failure, collapse, coma, death. 

Identification: 

(1) To § ml. of urine, add 1 ml. of 10% ferric 
chloride. (First gently heat the urine to rule out 
possible false reaction due to acetone bodies.) If 
salicylate is present, a purple color will appear. This 
test is very sensitive and is positive in urine even 


ifter the ingestion of one 0.3 gm. aspirin tablet 


This test is also positive for sodium, phenyl or 


methyl salicylates, and phenol derivatives 

(2) Acidify 5 ml. of blood by adding 0.5 ml. of 
concentrated hydrochloric acid Then extract with 
10 ml. of ethylene dichloride Allow lavers to settle 


and separate. Discard upper blood layer, and add 


2 mi. of 0.2'¢ ferric nitrate to the ethvlene dichloride 

\ purple results il salicvlate is pre sent The 

olor can be compared with standards similarly pre 


pared or may be read in a spectrophotometer. 


(3) Benedicts’ re igent > positive test for sugar 


(4) Pure ervstals can be differentiated with ferri 


Antipvrin ferri ilorick red color 
Salicvlate ferric chloride » deep violet 
color 

Amidopyrine (pyramidon) -+- ferric chlorid 


fading light violet color 
Methyl salicylate ferric chloride 


violet color. (Add alcohol to dissolve methyl 


Phenvl salicvlate (sal fe rric chloride 
violet color (Add alcohol to dissolve 
phenyl salicylate ) 


*henothiazine -+- ferric chloride » i 


(5) Spectrophotometric, Ultraviolet spectra; max- 


imum density; 300 mu. Minimum density; 265 mu 


NOTE: Can be detected in the urine within one 
hour after ingestion and usually can still be found 


up to 24 hours or more depending upon quantities 


taken 


VirGINIA MepicaL MontTHLY 


| 
In urine 
color. 


Treatment: Gastric lavage with warm water. Do 
not omit lavage or emesis unless dose is known to 
be small, or exposure was a very long time ago. 
Patient may appear deceptively well when first seen. 
Signs and symptoms may be delayed several hours. 
Vomiting is stimulated centrally and may be delayed. 

Fluids, oral or parenteral, to increase urinary 
output, and to counteract dehydration due to vomit- 
ing and sweating. Maintain body heat, fluids, and 
electrolyte balance. Keep warm and quiet. Alkaline 
drinks. 

Sodium bicarbonate or sodium lactate IV, M/¢ 


to combat acidosis and sodium loss. 


Periodic blood 


Polbutamide, a drug customarily 


prescribed onl 
for diabetics, has been used with surprisingly good 
results in the treatment of Parkinson's disease by 
two physi 

Writing in the March 26th Journal of the Ameri 
can Medical Edwin W 
Niagara Falls, N.Y., and Irving Hyman, Buffalo, 


N.Y., told how the drug had helped 15 persons with 


Association, Drs Gates 


Parkinson's disease 
The disease 


stooped posture, 


ittacks the nervous system causing a 
stiffness and slowness of movement 
rigidity of facial expression, and a tremor of the 
limbs 

“In some patients there was a decrease in tremor, 


and in others the most marked effect was the lessen 


ing of the rigidity 


Most of the patients yiven tol 
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Drug Aids Victims of 


determinations for alkaline reserve will estimate se- 
verity of poisoning and progress of treatment. 

Vitamin K derivatives and ascorbic acid for low 
prothrombin and capillary fragility. 

In severe poisoning, an exchange transfusion for 
children; or hemodialysis (artificial kidney) may 
prove effective. 

Sedation for restlessness. Morphine derivatives 
are contraindicated! Oxygen and artificial respira- 


tion if needed. 


Office of Chief Medical Examiner 
State Health Department 


Richmond, Virginia 


Parkinson’s Disease 


Lbutamide were benefited to the extent that they re- 
quired less care and could perform many more daily 
living tasks.” 

The two physicians began using the drug to treat 
patients with Parkinson’s disease after one of them 
noted a marked-decrease in the tremor of the hands 
and fingers of a 57-vear-old diabetic given tolbuta- 
mide in 1958 

There is no known cure for Parkinson's disease. 
Antispasmodic drugs are the usual treatment to alle- 
viate the symptoms. Tolbutamide is a synthetic hypo- 
glycemic agent which lowers the blood sugar level. 

Ihe physicians said the significance of their find- 
ngs is not clearly understood and further research 


IS nee ded 


4 
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Tobacco and Renal Function and Diseases 


the Urinary Tract 


A Review of the Effects of Smoking and Nicotine 


Administration in Man and Animals '*' 


A comprehensive review of the 
effects of tobacco on renal fune- 


tion in man and animals. 


world-literature on tobacco 


omprehe nsive fre 


r in\ 
king on renal function or 


‘ 
diseases of the 


rel itionship 


} 


survey has also pointed 


urinary 
effects 


ybservations of th 


up the 


of nicotine and urinary-tract function 


experimental ani a review of the subje 


at this time may 1] - the double purpose ot 


indicating what i wn, and what it would Ix 


desirable to know e shall preface our account 


of cli investigations ind epidemiological sur 


veys on man by a brief of the reported 


summary 


effects on the urinary system of animals of acute and 


tobacco and nicotine administration 


[As used in this review, the 


chronic 


term “tobacco” in 


cludes all of its preparations as well tobac« o-smoke 


nicotine, etc. 


EFFECT OF TOBACCO ON THE MECHA- 
NISMS OF RENAL SECRETION IN ANIMALS 
Opinion is virtually unanimous that nicotine, to- 


1 From the Department of Pharmacology, Medical Col- 
lege of Virginia, Richmond 

2 Supported by a grant from the Tobacco Industry Re 
search Committee. We wish to acknowledge the 
kind assistance of the Library of the American Tobacco 
Research Laboratory for obtaining for our review many 
of the articles cited in foreign publications 

3 The material presented has been largely excerpted 
from a manuscript of a monograph currently in prepara- 
tion in which the authors deal comprehensively with the 
world literature on all aspects, experimental and clinical, 
of the biologic effects of tobacco. 
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P. S. LARSON, Ph.D. 
H. B. HAAG, M.D. 

H. SILVETTE, Ph.D 
Richmond, Vir 
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ind nervous co 
1891; Mo 
7. 1919 
& Kohl 

& M 


vurnad 


administrati 


vatem! 


effect of 
( lauck 


culated that the dose whi 


the maximal possible pressor ar iects was 


and J. H. Burn, Truclove & I 


(1945) found that hydrated rats given subcut 


about the sam Burn 


ineous 
showed a larger diuresis than 


injections of nicotin 


the controls during the first 15 minutes after injec- 


tion, and these workers considered th ncrease 
in urine excertion to be due to a rise in bloed pres- 


K. Marshall & Kolls 


(1917, 1919) concluded from experiments on dogs 


sure caused by nicotine E 


that intravenous injection of nicotine paralyzed the 


ganglia of the fibers of the splanchnic nerve supply- 
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a bacco-smoke, or tobacco- 
_ been reported for the isolated perfu 
(Mosso, 1874; Romm & Kuschnir, 1928: 
ies dog isolated except for its nervous connections (Sa 
hetto & Wittine, 1927: Sacchetto & Martinelli, 
% a 1927); in the kidney of dogs cross-an sed to 
Ff a SURVEY of the RT the circulation of donor animals (Tournad & Mal- 
A has failed to disce 1930, 1933) ind in t! rvan with 
ey & Kolls, 1 v, 1936, 1937, 1940. ; 
Fleig & do Visme 
| Imejac, 1930; Roffo & 
eee in smmmmmic blood pressure. According to Claude 
(1557), Werder had reported a diureti 
~ ee Bernard himself agreed that this would be 
a ee a reasonable consequence ef increase in blood pres 
4 Se as sure. E. Fischer (1944) studied the effect of nicotine 
4 PG on urine secretion rate in anesthetived do d cal 
| 
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ing the renal vessels. This observation offers a pos- 
sible, or at least a partial, explanation of the diuretic 
effect of nicotine. |However, painting the coeliac 
ganglion with nicotine in dogs and rabbits markedly 
Hirt, 1925).| 
That the diuretic effect cannot be attributed entirely 


reduced urine volume (Ellinger & 


to changes in blood pressure is evident from the 
experiments of Fischer (1944), who showed that the 
rate of urine formation (when this was moderate to 
begin with) in anesthetized dogs was increased by 
nicotine after the blood pressure had returned to 
normal levels from its initial rise; and after large 
doses of nicotine, this increased secretion lasted for 
more than half an hour 

The pressor effect of nicotine is due to general 
vasoconstriction, in which, as indicated above, the 
kidney participates; and this renal vasoconstriction 
results in an initial transient anuria (Marshall & 
Kolls, 1917, 1919) 


formed by Maren (1951) showed a transient fall 


Creatinine-clearance studies pe 


immediately after injection of nicotine, thought to 


d 


Fischer (1944) found that the renal effect of nico 


correspond to a vascular effect during this 


tine in anesthetized dogs was de yp ndent on 


the func- 
tional state of the kidneys: for poorly-secreting kid 


kidneys 


were forming urine at a moderate rate, this rate was 


nevs, the effect was practi uly mil; if. the 


increased by nicotine: and when the kidneys wer 


tlready performing maximal work (as in diuresis) 
the nicotine effect was more or less suppressed. Th 
renal effect of nicotine was not distinctly influenced 
by anesthetics (Dial or ether). In rats, however, 
kg.) doses inhibited 


effect, but uc- 


phenobarbital in high (130 mg 
the nicotine-induced antidiuretic 
mented the chloruretic effect, while urethane | 
tiated the but did not influence 
Phe nobar- 


bital in lower (50 mg./kg.) doses had no statistically 


intidiuretic effect, 


the chloruresis (Supek & Eisen, 1953) 


valid effect on the urine secretion of hydrated rats 
(Rosenblum, 1954). These 


importance of performing experiments on renal func- 


results emphasize the 


tion on unanesthetized animals 

Pickford (1939) observed that when a water diu 
resis was produced in an atropinized dog, it was 
promptly inhibited by the intravenous injection of 
acetylcholine, and this inhibition no longer occurred 
after the posterior lobe of the pituitary had been 
removed. Since the action of acetylcholine occurred 
in the presence of atropine, it seemed likely that the 
effect was due to the nicotinic properties of the former 
drug; hence, J. H. Burn, Truelove & I. Burn (1945) 
studied the effect of nicotine and smoking on water 
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diuresis; they found that adequate doses of nicotine 
inhibited diuresis in previously hydrated rats, and 
this observation has been amply confirmed (Maren, 
1951; Pardoe & Weatherall, 1952; Supek & Eisen, 
1953; Rosenblum, 1954; Fingl et al., 1955; Bisset 
& Walker, 1957). Inhibition of water diuresis by 
nicotine was produced in renal-denervated rats as well 
as in intact animals (Fingl et al., 1955), but not in 
hypophysectomized rats given daily injections of 
anterior-lobe extracts (Burn, Truelove, & Burn, 
1945) or in neurohypophysectomized animals (Mar- 
en & Bodian, 1951). These latter observations in- 
dicate that the antidiuretic action of nicotine depends 
on the presence of the posterior lobe of the pituitary 
gland (Burn, Truelove, & Burn, 1945). Although, 
following administration of nicotine to hydrated rats, 
the time to reach a maximum rate of excretion was 
prolonged, the total volume of urine passed was 
ed in comparison with control animals (J. M. 
Walk r. 1953). The antidiuretic action of nicotine 


in hydrated rats was not inhibited by ethanol (Fingl 


et al., 1955; Bisset & Walker, 1957); chlorpromazine 
(Dasgupta & Hausler, 1955; de Wied & Jinks, 
1958); hexamethonium (Walker, 1953: Bisset & 


Walker, 1957); 


ium, diparcol, procaine, or atropine (Supex & Eisen, 


pentamethonium, tetraethylammon- 


1953); parpanit (Supek & Eisen, 1953; Rosenblum, 
1954); Artane, diphenylhydantoin, mesantoin, para- 
methadione, or trimethadione (Rosenblum, 1954). 
Of the several anti-epileptic drugs tested by Rosen- 
lum (1954), only phenacemide significantly an- 
tagonized nicotine antidiuresis. Nicotine also pro- 
( 1 an antidiuresis in (presumably unanesthetized ) 


dogs (Maren 1951; Dearborn, Lasagna & Marshall, 


EFFECT OF NICOTINE ON THE 
COMPOSITION OF URINE 

Marshall & Kolls (1917, 1919) stated that one 
of the most characteristic changes in the composition 
of the urine after section of the splanchnic nerve in 
dogs was an increase in chlorides excreted by the 
kidney on the operated side; but, after intravenous 
injection of nicotine, this discrepancy in the amounts 
of chloride eliminated by the two kidneys disap- 
peared. In anesthetized dogs, nicotine caused in- 
creased urinary secretion without distinct changes 
in electrolyte concentration, but during water or 
caffeine diuresis, nicotine led to an increased elec- 
trolyte content of the urine (Fischer, 1944). The 
antidiuresis in hydrated rats given nicotine was ac- 
companied by chloruresis (Supek & Eisen, 1953; 
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Bisset & Walker, 1957). The chloruresis might have 

‘been due to the release of oxytocin, since several 
workers have attributed the chloruretic effect of 
pituitary (posterior-lobe) extract to its oxytocic frac- 
tion (see Bisset & Walker, 1957). 

Painting the coeliac ganglion with nicotine in dogs 
and rabbits markedly reduced urine volume and 
increased total nitrogen and uric acid (Ellinger & 
Hirt, 1925). 


HISTOPATHOLOGY OF THE KIDNEY IN 
ACUTE AND CHRONIC POISONING 


Esser & Kiihn (1933) acutely poisoned three 


guineapigs with nicotine, and found a varying but 
distinct turbid swelling of the kidney epithelium, its 
degree dependent upon the time between the injection 
of the nicotine and death of the animal. The patho- 
genesis of these relatively uncomplicated acute effects 
would appear to merit further investigation. Nico- 
tine is readily found in the urine of experimental 
animals following injection of the drug (Langley 
& Dickinson, 1890, among many others), and the 
proportion of administered nicotine excreted un- 
changed in the urine increases with increasing nico- 
tine dosage (Finnegan, Larson & Haag, 1947); but, 
so far as the mechanism of urinary excretion of nico- 
tine is concerned, the only published data appear to 
be those of Ozawa (1929, 1930), who reported that 
nicotine was eliminated from both glomeruli and 
tubules in the toad. Investigation of the site of nico- 
tine excretion in the mammalian kidney, and factors 
affecting this, is greatly to be desired. 
Histopathologic changes following chronic admin- 
istration of tobacco or nicotine are both difficult to 
the first difficulty is 
the second, of dosage. It 


report and difficult to assess; 
a matter of terminology, 
appears to us sufficient to record which workers 
reported finding “pathological” changes in the kid- 
neys of their experimental animals, and which work- 
ers found the kidneys to be essentially “normal”. In 
the former category, kidney damage, specified or 
unspecified, was reported in some or all animals 
examined following chronic nicotine feeding in the 
dog (Favarger, 1906), chronic tobacco-infusion in- 
jections in the guineapig and rabbit (Benigni, 1911; 
Perazzi, 1912), and chronic tobacco-smoke exposure 
in mice (Essenberg, 1952; Venulet & Moskwa, 1952). 
According to other workers, the kidneys showed no 
pathological changes following chronic tobacco-in- 
fusion injection (Gouget, 1906: rabbit), chronic 
tobacco-smoke exposure (Schmiedl, 1913: rabbit; 
Kiichle et al., 1952a, b: rat), and chronic nicotine 


334 


feeding (Wilson, McNaught & De Eds, 1938: rat) 
or nicotine injection (Nakasawa, 1931, 1933; Werle 
& Uschold, 1948: rat). It seems probable that too 
much importance should not be placed on either the 
“positive” or “negative” results, since it is apparent 
from a consideration of the entire Tobacco Literature 
that, if the dosage of tobacco or its derivatives in 
chronic experiments be too great, non-specific (e. g. 
nutritional) alterations will be brought about leading 
to a cachexial state and to general non-specific dam- 
age; while, on the other hand, if doses too small be 
employed, no tissue damage at all is demonstrable, 
which of course cannot be taken as evidence that no 
biochemical damage has resulted. Thus, the problem 
of dosage in chronic animal experiments such as the 
above, requires a great deal more thought and atten- 
tion than the earlier workers, for example, have 
accorded it. 


EFFECT OF TOBACCO ON 
WATER BALANCE 


Burridge (1911) found that frog gastrocnemius 
muscles placed for 24 hours in nicotine-containing 
Ringer’s solution gained 34-38° in weight; the 
weight gain was independent of nicotine concentra- 
tion. Frog gastrocnemius dipped in hypotonic salt 
solution containing 5% nicotine swelled more than 
muscles dipped into the same fluid without nicotine 
(Lapicque, 1921). On the other hand, gastrocnemii 
contracted by 1:2000 nicotine imbibed a smaller 
amount of water, when immersed in distilled water, 
than did normal muscle (Gentile, 1934, 1935). The 
experimental conditions under which these three sets 
of experiments were performed, however, were so 
unlike that comparison of the results can scarcely 
be made. It is of interest to note that the increase in 
imbibition found by Lapicque was correlated with 
the decrease in chronaxie observed during the first 
phases of nicotine poisoning, and that curare, which 
increased the chronaxie of muscle, decreased its im- 
bibition. 

Frogs placed in tobac ‘ o-smoke solutions developed 
a toxic edema, their weight increasing 3-4-fold in 
12-24 hours, with ultimate death (Moskwa, 1951). 
Injection of smoke solution into the lymph sac re- 
sulted in 1-2 minutes in marked edema of the viscera. 
As a result of daily intravenous injection of nicotine, 
two of five rabbits developed thick, edematous heads 
comparable to those produced in similar experiments 
by epinephrine (Leva, 1907). Tainter (1926) re- 
ported that paraphenylenediamine injected subcu- 


taneously into rabbits or cats produced edema in 
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0.75-1.5 hours, and that this could be prevented in 
the majority of cases by subcutaneous or intravenous 
injection of nicotine. Other experiments led this 
worker to believe that the anti-edema effect of nico- 
tine was primarily due to epinephrine secretion. 
Injection of nicotine into anesthetized dogs in- 
variably caused an intense secretion of lymph for 
5-31 minutes, the increased rate of secretion reaching 
§00-1100°¢° over control levels: the increased secre- 
tion was attributed to intensified peristalsis, increased 


blood pressure, and accel rated respiratory rate re- 
sulting from nicotine (Yaroslav et al., 1940). 


EFFECT OF NICOTINE ON THE URETER 
AND URINARY BLADDER 


In a few experiments performed on chloralosed 
Gogs, Bariéty & Kohler (1944) noted that nicotine 
given intravenously had inconclusive effects on the 
action of the ureter, Injection of nicotine into the 
region of the renal plexus of rabbits resulted in 
acceleration and/or intensification of ureteral peri- 
stalsis on the injected side in about 80° of the cases 
(Cohn, 1928) 

Nicotine in a concentration of about 1:1000 stim- 
ulated the contractions and increased the tonus of 
segments and rings of excised pig ureters, while con- 
centrations of about 1:500 paralyzed the contractions 
(Macht, 1916, 1917: Satani, 1919). Much more 
inconstant results were reported by Gruber (1927, 
1928); in some instances, stimulation was observed, 
in others, depression of contractions, and in. still 
thers, no effect; stimulation was more often observed 
when the nicotine was added to the solution bathing 


the pace-maker. Occasionally, nicotine caused re- 


versal of movement, while in a few cases, the drug 
induced rhythmical contractions in inactive muscles 
The effect of nicotine on the motilitv of isol ited pig 
ureters gradually decreased in going from the lower 
to the upper end of the ureter (Hasama, 1932); how- 
ever, action-currents recorded from all portions of 
the ureters were comparable (Hasama, 1931, 1932) 
Normally 


quency of 


the currents were diphasic with a fre- 
2-§ per minute, and amplitude and rhythm 
were uniform in a given preparation. Following 
application of nicotine and independent of dosage, 
the action-current was initially increased, but after 
a time, the amplitude became reduced and simul- 
taneously the frequency gradually decreased, until 
finally the current fluctuations completely stopped. 
Nicotine had either no effect or at best only a ques- 
tionable stimulating one on longitudinal strips or 


circular sections of upper, middle, or lower thirds 
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of excised dog ureter (Roth, 1917). On ganglion-free 
isolated human ureters, nicotine stimulated contrac- 
tions, but further addition of the drug suppressed 
them (Hryntschak, 1925). The majority of the 
above workers (Macht, 1917; Satani, 1919; Hasama, 
1932) assumed that the action of nicotine was on 
ganglionic structures in the ureter; but Hryntschak 
(1925) maintained that nicotine was a direct stim- 
ulant to the smooth muscle. 

In rabbits, the urinary bladder was said to be 
unaffected by even large intravenous doses of nicotine 
(Nasse, 1865 ), but in the dog, intravenous injec tion 
of 10 mg. of nicotine caused marked contraction of 
the bladder (Henderson & Roepke, 1935), and in the 
cat, doses as low as 0.5 mg. caused a strong contraction 
(Truhart, 1869; Langley & Anderson, 1895; Dixon, 
1903-04; Elliott, 1906-07; 1910, 1911-12; 


Edmunds & Roth, 1920); in the latter species, the 


Langley, 


contraction was followed by a very considerable 
relaxation. The effect of nicotine on the nervous 
control of the bladder has been studied by several 
workers (Elliott, 1906-07; Langley, 1911-12, 1918- 
19; Edmunds & Roth, 1920; Lee, 1935; Evans, 
1936; Tournade, Chevillot & Bernot, 1938); and 
the results of such studies, in conjunction with ob- 
servations in the intact animal of the nicotine effect 
following administration of atropine (Truhart, 1869; 
Langley, 1911-12; Edmunds & Roth, 1920), apo- 
codeine (Dixon, 1903-04), and curare (Langley, 
1910, 1911-12), and the effects of nicotine on the 
isolated bladder (Adler, 1918; Sakata, 1928; Lee, 
1935; Imai, 1936, 1937; Shimada, 1938, 1939-40), 
have indicated that the mechanism of action of nico- 
tine in producing contraction of the bladder is pri- 
marily by way of the nervous apparatus (Langley, 
1910, 1911-12; Edmunds & Roth, 1920; Hender- 
son & Roepke, 1935; Imai, 1936, 1937), although 
a direct effect of nicotine on the bladder musculature 
is also a possibility, especially with relatively large 
doses (Edmunds & Roth; Henderson & Roepke; 
Imai). 

Stimulation of the sympathetic supply to the blad- 
der of the cat at any point in its course produced a 
rise in the internal pressure of the bladder, followed 
usually by a fall of much greater extent than the 
original rise (Stewart, 1899). In some instances, 
the injection of nicotine seemed to affect the pro- 
portion between the rise and the fall. In the rabbit, 
intravenous injection of nicotine produced a tem- 
porary rise in vesicular pressure, followed by a 
fall (Uchigaki, 1927, 1929). 


Truehart (1869) found that urination, which was 


; 


a consistent result of large doses of nicotine in cats, 
was absent in atropinized animals. Langley & Dick- 
inson (1890) noted that brief micturition often oc- 
curred on injecting nicotine into rabbits, cats, and 
dogs. 

No gross or histological changes in the urinary 


bladder were found in rats chronically exposed to 


» tobacco-smoke (Kiichle et al., 1952). 


We may note here that nicotine is rapidly absorbed 
from the urethra of rats, guineapigs, rabbits, and 
dogs (Macht, 1937-38, 1938). Upon injection of 
buffered solutions of nicotine into the bladder of 
cats, the absorption and toxic effects progressively 
increased from pH 4.5-6.0 to pH 9 (Travell, 1940). 
Travell, Bodansky & Gold (1940) suggested that, 
when the urine was alkalized, the cat might be 
poisoned by the nicotine which had collected in its 
own bladder, and which in consequence of the al- 
kalinization was now reabsorbed, and that a similar 
poisoning might occur in tobacco-smokers from re- 
absorption of nicotine from the human bladder when 
the urine was alkaline. This latter suggestion has 


been rebutted by Haag & Larson (1942). 


EFFECTS OF SMOKING AND NICOTINE 
ON RENAL FUNCTION IN MAN 


It may be recalled that tobacco (taken internally) 
was once regarded as a very serviceable diureti 
(Fowler, 1785; Sigmond, 1838), although long since 
fallen into disuse. Two early investigators subjected 
themselves to experiments in which they compared 
their urine output during control and smoking pe 
riods. Hammond (1856) reported that, compared 
to control non-smoking periods, the quantity of urint 
and its urea and chloride content were decreased 
during five-day periods in which six cigars wert 
smoked per day, while the amount of free acid, uri 
acid, phosphoric acid, and sulphuric acid eliminated 
through the kidneys increased. Hare (1885) con- 
cluded from rather similar experiments that cigarette- 
smoking increased the quantity of urine. Many years 
later, Wenusch & S« holler (1935) tested the effect 
of smoking three or four cigarettes on the urine 
output of three subjects (two female occasional 
smokers and one male heavy smoker) under con- 
trolled conditions, and from their observations con- 
cluded that tobacco-smoke possessed a diuretic effect 
proportional to the degree of blood-pressure rise 
resulting from smoking. The diuretic effect was said 
to be stronger, the less the smoker was accustomed 


to smoking, although, if acute mild nicotine poisoning 
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occurred, as in one of their cases, the diuresis tem- 
porarily ceased. 

When subjects are rendered diuretic following 
the ingestion of water, alcohol, or water combined 
with an intravenous injection of glucose, however 
smoking or nicotine injection is followed by anti 
diuresis rather than diuresis. This effect—one of the 
most interesting and sensitive of the pharmacologic al 
responses to smoking——-was first demonstrated by J 
H. Burn, Truelove & 1. Burn (1945), and has been 
confirmed by a number of other investigators; and the 
conclusion is fully warranted that nicotine inhibits 
water diuresis through the release of antidiuretk 
hormone from the posterior lobe of the pituitary gland 
(review, J. H. Burn, 1951). It should be emphasized 
that this nicotine antidiuresis occurs only in the 
hydrated subject or animal, i. e. in the presence of a 
renal output of diuretic proportions. This is not 
surprising, since vasopressin |Pitressin] itself is 
effective only in the presence of an adequate urine 
flow This explains the well-known fact that or 


by subjects in a state of normal 


dinary smoking 
water balance (i. e. non-liydrated) has no effect on 
renal secretion, or, at any rate, no antidiuretic effect 
That smoking may on occasion cause an initial and 
temporary diuresis is indicated by the experiments 
of Wenusch & Scholler, cited above 

J. H. Burn and his associates (1945) at first 
considered it surprising that smoking should cause 
an antidiuretic action in man, if this were due to 
nicotine, since the amount of nicotine in the smoke 
was relatively much smaller than the doses producing 


this effect in animals. Later work, however enables 


one to state that the antidiuresis resulting from 
cigarette-smoking or from injection of similar 
amounts of nicotine is comparable in degree; for 


example, G. P. Burn & Grewal (1951) found that 
urine flow was inhibited for 60-180 minutes follow 
ing intravenous inject) m of 0.8-2.7 mg. nicotine 
and for 105-195 minutes following the smoking of 
1-2 cigarettes 

Considerable individual variation in sensitivity 
to the antidiuretic effect of cigarette-smoking exists 
(J. H. Burn, Truelove & I. Burn, 1945; Bisset & 
Lee, 1958), and the amount of antidiuretic hormone 
(ADH) liberated by one to two ¢ igarettes ilso varies 
according to the sensitiveness of the subject (G. P 
Burn & Grewal, 1951). When cigarette smoking was 
done so intensely that side-effects (pallor, sweating, 


nausea, giddiness) were experienced by the subjects, 


the amount of ADH liberated was very greatly in 
creased (G. P. Burn & Grewal, 1951); and the 
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antidiuretic effect of intravenously-injected nicotine 
also seemed to be increased in those subjects who 
had severe and protracted reactions (Hanenson et al., 
1956) rhe antidiuretic effect of smoking appears 
to be less when tolerance to smoking has developed 
(J. H. Burn, Truelove & I. Burn, 1945; J. H. Burn 
1957); and, on the whole, smokers have been found 
to be less sensitive than non-smokers to the anti 
diuretic effect of cigarette-smoking (J. M. Walker, 
1949; Chalmers & Lewis, 1951). Bisset & Lee (1958) 
have suggested that, in those individuals who do not 
respond to the antidiuretic effect of cigarette-smoke 
release of ADH from the neurohypophysis is 1n 
hibited by a high level of epine phrine in the circula 
tion. It is possible to carry this speculation some 
what further to explain the differences in respons 
between smokers and non-smokers. In the doses 
obtained from ordinary cigarette-smoking. 1 
(1) stimulates the supraopticohypophyseal mecha 


nism to release ADH, and (2) stimulates the adrenal 


medulla to release epinephrine The latter hormon 
under certain conditions, inhibits the release of 


ADH; and whether smoking will or will 


in antidiuresis thus depends upon the quantitative 


i 
relationship between (1) and (2). If smoking has 
indeed a lesser antidiureti effect in (hvdrated) 
smokers than in (hydrated) non-smokers, the ¢ 
planation may lie in one of two alternate possibili 


ties (1) The adrenal medulla of smokers is mor 


sensitive (less tolerant) to nicotine than that of non 


smokers. Or (2) the 


supraopticohypophyseal mecha 


} 
nism of smokers is more tolerant (less sensitive) t 
nicotine than that of non-smokers. Since more or 
less limited tolerance to the general effects of nicotine 
does develop in normal (i. e. non-hvpersensitive 
smokers, it is likely that the supraopticohypophyseal 
mechanism shares this tolerance. In individuals hi 
persensitive to nicotine, however, it is not impossible 
that the adrenal medulla shares in the hvpersensi 


tivity to the drug, as Bisset & Lee imply. We may 
perhaps instance the tolerance to the diuretic effect 
of caffeine which develops in habitual tea-drinkers 


as an an ilogous phe nomenon 


In one of Burn’s studies, he reported failure t 


to 
produce antidiuresis in a subject from smoking a 
pipe; instead, there was an increased rate of excre- 
tion. Leishman (1951) repeated this experiment 
on three young healthy non-smokers who, after drink- 
ing a liter of warm water, each smoked a new briar 
pipe as continuously as possible for 15 minutes and 


swallowed all saliva produced. As compared to con- 


trol runs without smoking, diuresis was not inhibited. 
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Lang & Mokry (1954) studied the effect of in- 


haling the smoke from one cigarette on 25 clinically 


healthy males aged 20-65 years; of these, 72% 
showed suppression of diuresis and 64% showed 
clectrocardiographic changes, and, with but two ex- 
ceptions, the suppression of diuresis correlated with 
the development of EKG changes indicative of 
oronary insufficiency or of a local endocardiac 
anemia. In patients with congestive heart-failure as 
well as in normal subjects, antidiuresis was produced 
igarette-smoking (Sinclair-Smith et al., 1950) 
is well as by intravenous injection of nicotine 
(Hanenson et al., 1956). An antidiuretic response 
to nicotine injection was also produced in patients 
with cirrhosis of the liver and in one patient with 
Addison's disease (Bernstein et al., 1953). 

In agreement with the results described in the 
preceding section on hypophysectomized rats, Cates 
& Garrod (1951) reported that in eight patients with 
diabetes insipidus, there was little or no fall in 
irinary flow when given amounts of nicotine which 
caused marked antidiuresis in normal subjects. In 
some of the patients, however, large (4.5 or 6 mg.) 
imounts of nicotine did induce antidiuresis, con- 
sidered to be due to liberation of ADH, suggesting 
iat in clinical diabetes insipidus, lesions of the 
supraopticohypophyseal system are often incomplete. 
Also, two patients with functional polydipsia (non- 
smokers) showed a good antidiuresis after 1 mg. of 


nicotin Lewis & Chalmers (1951) tested on 11 


subjects with clinical diabetes insipidus the anti- 
diuretic effect of smoking one, two, or three cigarettes, 
ind in seven cases found only a slight change in 


irine flow, compared to normal subjects. In this 
mnection, a singular case reported by Saxe (1870- 
71) is not without interest. The patient, a $9-year- 
old man developed a saccharine diabetes about i 
ir alter stopping the use of tobacco, voiding in 
+ hours about 10 quarts of urine. Saxe prescribed 
i diabetic regimen, and the patient remained in quite 
good health, but complained of dryness of the mouth 
and throat. Recalling then that the man had stopped 
the use of tobacco, Saxe urged that he resume its 
use to see whether his symptoms were related to 
abstinence 


that night the patient voided only a normal amcunt 


from tobacco; the effect was immediate: 


of urine, and the diabetic characteristics of the urine 
completely disappeared. 

According to Carter & Simpkiss (1956), mothers 
of boys with sex-linked nephrogenic (vasopressin- 
resistant) diabetes insipidus show defective urinary 


concentration in response to dehydration, and a di- 


result | 


minished antidiuresis Garrod 


(1956) tested one such mother with intravenous vaso- 


after vasopressin. 


pressin and nicotine, and found a failure to respond 
normally to very large doses of vasopressin (i. e. a 
quantitatively subnormal response), while intrave- 
nous injection of 2 mg. nicotine base produced a 
qualitatively abnormal response: instead of an abrupt 
antidiuresis, during two hours there was a gradual 
fall in urine flow from 7.4 to 0.68 ml./minute. En- 
dogenous creatinine outputs indicated a transient 
reduction in the glomerular filtration rate. Garrod 
was unable to explain the odd pattern of the nicotine 
response. 

Burn, Truelove & Burn (1945) considered it prob- 
able that nicotine, or the nicotine absorbed from 
tobacco-smoke, stimulated the supra-optic nucleus 
and adjacent nuclei which also send nerve fibers to 
the neurohypophysis; and when impulses arrive in 
the posterior lobe, the antidiuretic hormone is re- 


leased. This view has been concurred in or accepted 


by most of the workers mentioned above. The inhi- 
bition of diuresis is thus a tubular effect, and this 
has been demonstrated by measurements of insulin 
clearances and urinary chlorides (Chalmers & Lewis, 
1951); changes in glomerular filtration rates are 
apparently not involved (Eggleton, 1949; Sinclair- 
Smith et al., 1950; Cates & Garrod, 1951; Hanenson 
et al., 1956). Circulatory factors, such as a fall in 
blood pressure, have been minimized (Cates & Gar- 
rod, 1951), and may in fact be ruled out by the 
observation that such circulatory changes as follow 
administration of nicotine in the doses used are 
transient in nature, whereas the inhibition of diuresis 
persists for 1-2 hours. According to Burn, Truelove 
& Burn (1945), an intravenous dose of 1 mg. nico- 
tine did not exert a single momentary stimulus to 
the posterior lobe, but rather one which persisted 
for 3-45 minutes, and one which was found to be 
approximated by two intravenous doses of 50 milli- 
units of posteriorlobe extract given 45 minutes apart. 
A comparable antidiuresis to that following ordinary 
smoking of one or two cigarettes occurs following 
injection of 50-100 milliunits of vasopressin (Wal- 
ker, 1949; Chalmers & Lewis, 1951). 


EFFECT OF SMOKING AND NICOTINE ON 
THE COMPOSITION OF HUMAN URINE 


Sinclair-Smith and co-workers (1950), testing 
normal subjects and patients with congestive heart- 
failure, found that the antidiuresis resulting from 
smoking two cigarettes in 5-7 minutes was not asso- 


ciated with any change in the rate of sodium or 
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chloride excretion; these results were confirmed by 
Hanenson and associates (1956) in subjects given 
intravenous injections of nicotine. Contrary findings 
were reported by Walker (1949) in subjects smok- 
ing cigarettes or receiving nicotine intravenously, in 
whom inhibition of diuresis was accompanied by a 
rise in total excretion of chlorides; similar results 
were obtained by Cates & Garrod (1951) in patients 
with diabetes insipidus receiving large amounts of 
nicotine, and by Chalmers & Lewis (1951) in sub- 
jects deeply inhaling the smoke of one to three 
cigarettes. It may be noted that the antidiuretic 
hormone causes a decrease in sodium and chloride 
reabsorption by the renal tubules, and that the 
chloride-concentrating ability of the tubules, which 
is enhanced by ADH, is considerably more sensitive 
to this hormone than is the parallel water-resorbing 
power (Silvette, 1940). Therefore, it might be ex- 
pected, under the proper experimental conditions, that 
nicotine administration or smoking would lead to 
an increase in urinary sodium and chloride concen- 
trations, 

According to Pouchkine (1890, 1891), smoking 25 
cigarettes per day for three days had no effect on 
the acidity of the urine of seven non-smokers. As 
a result of personal observation, Kohos (1894) stated 
that tobacco had no influence on urinary acidity. 

Kiichle and co-workers (1952b) studied the urine 
of eight male and one female subjects during a one- 
week control non-smoking period, a two-week smok- 
ing period, and finally an eight-day subsequent ob- 
servation period; no effects due to smoking were 
found on albumin, urobilin, urobilinogen, acetone, or 
acetoacetic acid, and no effect was noted on micro- 
scopic examination of the centrifuged solids. Urinary 
excretion of uropepsin varied so widely during pe- 
riods of abstinence from smoking and during smok- 
ing periods that no conclusions could be drawn 
relative to the effect or lack of effect of smoking 
(Cooper et al., 1957). 

A few observations have been recorded con erning 
the urine in nicotine poisoning. Toppner (1931) 
cited Bucelli (1896) and Stern (1901) as having 
first observed sugar in the urine as a result of nicotine 
poisoning. In reported cases of acute nicotine poison- 
ing, concentrations of glucose of about 2°) were 
found (Faulkner, 1933; Joos & Wolf, 1933); but 
in another case, glucose was absent (Mattei, 1939). 
More or less albuminuria has been noted in cases 
1932; Willis, 
1937; Mattei, 1939), although in another case, no 
albumin was found (Mattei, 1939). 


of acute nicotine poisoning (Knack, 
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NICOTINE TESTS FOR NEURO 
HYPERPHYSEAL FUNCTION 


Dingman, Benirschke & Thorn (1957) suggested 
that the antidiuretic response to nicotine appears to 
be a useful means of assessing hypothalamic func- 


tion in man. These workers administered nicotine 


to nine patients with polyuria to test the integrity 


of the hypothalamic nuclei, hypertonic saline to 


issess the function of the osmoreceptors ind pitres 
sin to evaluate the response of the renal tubules to 
the antidiuretic hormone : the dosage of nicotine 


employed was 1 mg. in the case of non-smokers and 


ng. in th ise of smokers, given intravenously 
ver a minute period Thre patient show d no 
r little antidiuresis with nicotine or saline solution 
ndicating a complete loss of or insufficien 1 neu 
hypophyseal function in these diabetes-insipidus 
cs In the next three patients there Was a Sig 
heant antidiuresis following nicotine ut no re 
nse to the hynertoni line: these had posterior 
Ntuitarvy damag rva ilar disease ind th le 
tive failure of osmoreceptor function was postu | 
» account for the polyuria since hvypothalan 
rosecretory tissue producing ADH was still pri 
erved. The remaining three patients with psycho 
genic polydipsia demonstrated abnormal responses to 
nicotine and normal responses to hypertonic sal 
Pommatau & Bail (1958) also described studies on 
t nicotine tests in polyuric and polydipsic syn 
romes, and they found two limitations which lessen 
t liagnostic value of the procedure. In principle 
it negative test indicates the existence of a true ¢ 


etes insipidus; in rare cases, however, the negative 
esults o th test can depe nd upon a temporary 


inhibition of ADH secretion. A ne 


L suspected psychic context must alwavs be repeated 


vgative test with 


essary after re-conditioning. In principle, a 
definitely positive test proves that the supraoptico 
hypophyseal system is intact; however, large doses 
of nicotine, or normal doses which in some cases 
produce a secretion of epinephrine, can give a false 
positive test. Concerning the prognostic value of the 
test, Pommatau & Bail stated that the importance 
if an unequivocally positive response in the coursé 
of a potomania and, particularly, of a post-traumatic 


or post-operative polyuria is clearly recognizable, i1 


that it enables one to predict the transitory character 


of the syndrome. It should be added that the existenc 
of individual variation is sensitivity to the anti- 
diuretic effect of cigarette-smoking illustrated to 
Bisset & Lee (1958) the unreliability of nicotine or 


smoking as a test for neurohypophyseal function 
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SMOKING AND DISEASES OF THE 
URINARY TRACT 


J. H. Burn, Truelove & I. Burn (1945), noting the 
antidiuretic action of nicotine and of smoking, raised 
the question whether those with impaired kidney 
function should be allowed to smoke. However, 
Hammond & Horn (1958), analyzing the mortality 
rates of 187,783 men, concluded that little or no 
issociation was evident between cigarette-smoking 
ind nephritis or nephrosis. The case reported by 
Frillot & Valatx (1947) falls into a separate cate- 


gory; these writers reported a case of subacute glo- 
nerular nephritis attributed to tobacco in a man 
mmitted to an isylum following alcoholic eXcess; 
the patient had been chewing untreated tobacco leaves 
for several weeks. On the whole, urinary signs and 
! ms have been lacking in reported cases of 
icute nicotine or tobacco poisoning; a frequent neces 
sity to urinate was noted in his patient by Blanchard 


1869), and involuntary urination in a fatal cas 
vas reported by McNally (1920). McKim, Smith 
& Rush (1943) reported eight cases of frequency 
it irination in excessive cigareé tt smokers whose 


+} 
symptoms disappeared within 


rinar days after 

hanging brands. The authors considered the causé 
to be a specific irritating effect of certain chemicals 
(volatile oils) on the vesical neck, the port of entry 
eing either the lungs or the gastrointestinal tract 
In this connection, it may be observed that Jankau 
(1893) stated that smoking should be denied persons 
who have undergone bladder operations for the first 
week after surgery. 

\n experimental study in mice by Holsti & Ermala 
(1955) on the subject of oral exposure to tobacco 
tar and papilloma of the urinary bladder suggested 
+} 


O 


workers a relation between smoking and 
incer of the bladder. Subsequently, this association 
has been studied in clinical material, and has occa- 
sioned considerable interest and comment (Bonser, 
1957; Kennaway, 1957; Brit. M. J. 2: 218-219, 
1957; Study Group on Smoking and Health, 1957; 
Lancet, Lond. 7: 1320, 1958). 

Lilienfeld, Levin & Moore (1956) demonstrated 
. statistical association between smoking and cancer 
ff the urinary bladder in men, but not in women. 
This association was limited to those who gave a 
history of having smoked for 30 years or more, and 
was of a lower degree than that found in the case 
of lung cancer. Denoix & Schwartz (1956) compared 
60 men with cancer of the bladder to equal numbers 
of paired controls (healthy individuals; non-cancer 


patients; lung-cancer patients), and they concluded 
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that their data indicated a significant association 
between cancer of the bladder and cigarette-use, al- 
though the association was less pronounced than that 
which corresponds to lung cancer. This conclusion 
was somewhat qualified in a later publication in 


which it was said that an association was observed 


between tobacco and cancer of the lung, and, prob- 


ably, the bladder (Schwartz, Denoix & Anguera, 
1957}. 
found a 


Clemmesen, Lockwood & Nielsen (1958) 
larger proportion of smokers, and of heavy 
pure smokers of cigarettes, cigars, and cigarillos in 
282 men and 87 women with papilloma of the 
urinary bladder than in the normal population. The 
increase in frequency of such papillomas among men 
in Copenhagen was parallel to the increase in fre- 
quency of, and mortality from, bronchogenic car- 
These 


latter authors suggested that it might reduce the risk 


cinoma, although occurring at a lower level 
of recurrences and of malignancy if patients with 
bladder papillomata abstained from smoking 

In the prospective study by Hammond & Horn 
(1958) alluded to above, a very high association was 
evident between cigarette-smoking and cancer of the 
bladder. 

Referring to the studies of Holsti & Ermala and 
Lilienfeld, Levin & Moore, Bonser (1957) stated 
that he knew of only one chemical—2-acetylamino 
fluorine—which, after oral administration, has in- 
duced true papillomas and carcinomas of the bladder 
in mice; he advised caution in accepting 
experimenta as supporting evidence for the 
carcinogenic activity of tobacco tar until convincing 
experiments have been performed. After a review 
of the paper by Clemmesen and his associates, in 
addition to the two just mentioned, The Lancet (1: 
1320, 1958) concluded: “An association between 
papilloma and cancer of the bladder on the one 
hand and the manufacture, purification, and usage 
of certain aromatic amines on the other is well es- 
tablished in every country where such an industry 
exists ...in this chemical age it is to be expected that 
the incidence will rise for reasons unconnected with 
Medical Journal 


(1: 218-219, 1957) concluded that the published 


tobacco smoking.” The British 


data were suggestive of a cause-and-effect relation- 
ship between smoking and cancer of the bladder, but 
that it would be premature to conclude that a rela- 
tionship had been established; furthermore, it is 
necessary to explain why no relationship is observed 
in women, and why cigarettes should be more harm- 
ful than other forms of smoking. 
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We may remark that, contrary to the situation 
which exists in the alleged smoking—lung-cancer 
relationship (in which a purportedly demonstrable 
carcinogen—tobacco “tar’’—is known to reach the 
site of the lesion), no known carcinogen has yet been 
found in or isolated from the urine of smokers. Since 
nicotine (and, in all likelihood, its detoxication 
produc ts) is non-carcinogenic, the presence of nico- 
tine and/or its metabolites in the urine of smokers 
cannot well be related to carcinoma of the bladder 
Benzpyrene, which is on the other hand carcinogenic 
in animals, is said to be present in cigarette-smoke 
in concentrations too small to account for pulmonary 


Wyn- 


der, Fritz & Furth, 1957); and if this is true where 


carcinogenesis (see Wvynder & Wright, 1956; 


the benzpyrene appear to be maximally concentrated, 


} 


as on the bronchial epithelium, one cannot hel 


ry but 
p 


conclude that its concentration in the urine follow 
ing its absorption and partial or total detoxication 
and excretion also should be below any “threshold” 
for bladder car inogene sis. It would seem, then, that 
demonstration of the presence of adequate amounts 
of a known carcinogen in the urine of smokers is a 
prerequisite to any allegation that there is a 


relationship between cigarette-smoking 


“CaUuse- 
and-effect’ 
and cancer of the bladder. The experiments of Roffo 
(1931), who placed in the bladder of rats globules 
of resin in which tobacco extract had been incor- 
porated ind who claimed to have found at the end 
of 8 months papillary formations in the bladder of 
a distinctly neoplastic type, are surely irrelevant; 
moreover, similar lesions were found using distilla 


tion products of tar, tricresol, and aniline oil 


PFHERAPEUTIC USES OF TOBACCO AS A 
DIURETIC AND IN DISEASES OF THE 
URINARY TRACT 


Fowler (1785) employed tobacco in 31 dropsical 
cases, 18 of which were cured and 10 relieved. To- 
wards the middle of the following century, a phy- 
sician signing himself W. A. G. (1840) reported 
that application of a moistened tobacco-leaf over the 
epigastrium in two dropsical patients was immedi- 
ately followed by a profuse discharge of urine and 
the disappearance of dropsical symptoms. 

Pavessi (1853, 1854) reported a case of paralysis 
of the bladder in an elderly man, which he treated 
by twice-daily instillations of solutions of nicotine; 
the bladder acquired a daily increased power of 
contraction, so that at the end of 15 days, the catheter 


was laid aside. 
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EFFECT OF SMOKING ON WATER 
EXCHANGE IN MAN 


In experiments performed on himself, Hammond 
(1856) reported that, during five-day periods in 
which six cigars were smoked per day, the amount 
of aqueous vapor given off in respiration was de- 
creased in comparison with control non-smoking five- 
day periods. 

Sivadjian (1956), using a_ hygrophotographic 
method, found that the smoking of two « igarettes by 
two non-smokers led to an increase in insensible 
perspiration in the palm of the hand; the number 
of active sweat glands and extent of glandular ac- 
tivity increased 

This survey of the experimental and clinical lit- 
erature on the effects of tobacco on renal function 
ind the urinary tract has revealed a curious and 
even a unique phenomenon. On the one hand, quite 


MAssive 


f tobacco or nicotine, acutely or 


doses 
chronically 


idministered, have surprisingly little 


direct effect on kidney function or structure in ani- 


mals; and the extensive literature on acute tobacco 
ir nicotine poisoning in man confirms the absence 
nt “acute effects of tobacco-use on this system, while 


the exceedingly small number of case-reports of 


urinary-tract dysfunction or damage in smokers 
makes it apparent that “chronic” effects of tobacco- 
ise are equally conspicious by their absence The 
recent claims of a statistical association between 
cigarette smoking and cancer ol the bladder would 
ippear to represent a purely artificial correlation; 


it least, one must consider this to be a strong prob- 


ibility in view of the complete lack, to date 


biological basis for such a correlation, as well as 


of any 


f any immediately apparent theoretical basis for 


any such pharmacological-pathological association 
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But on the other hand, the effect of tobacco-smok- 
ing in releasing antidiuretic hormone from the pos- 
terior lobe of the pituitary gland represents one of 
the relatively few predictable and reproducible phar- 
macological actions of ordinary smoking on the hu- 
man organism. Although the effects of such ADH 
release are apparent only in “hydrated”, and not in 
normal individuals, and even so represent indirect 
rather than direct effects on renal function; yet the 
susceptibility of the human supraopticohypophyseal 
system to such small doses of nicotine as obtained in 
ordinary smoking is a fact of great and interesting 
importance. Fulton (1955) has stated that the 
importance of the hypothalamus as a center for inte- 
gration of visceral function has come to be appre- 
ciated only in recent years; and it is to be hoped that 
future research in the field of nicotine pharmacology 
(and smoking) will be directed towards the elucida- 
tion of the central rather than the peripheral auto- 
nomic effects of this drug. Since the hypothalamik 
mechanisms are particularly sensitive to nicotine, as 
shown by the antidiuretic effect (potential or actual ) 
of ordinary smoking, it is possible to speculate that 
the well-known alterations in appetite and body 
weight, which follow smoking and stopping smok- 
ing, are similarly mediated through the hunger and 
satiety centers which have been shown to exist in 
the hypothalamus. Thus, a field of research opens 


up through the observation that the supraopticohy- 


pophyseal mechanism seems peculiarly sensitive to 


nicotine. 


Editor's Note: A full bibliography of this report will be 
used in the reprints which may be obtained from the 
authors. 


Vedical College of Virginia 


Richmond, Virginia 
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Pre-Paid Medical Care... . 


The Past Five Years 


What has happened to Blue Cross and Blue Shield 


during the past five years is of interest not only as 


history, but as a portent concerning the future. Per- 


haps the future of voluntary prepayment as a whole, 


as well service Plans 


and thus the 


continued success f 


eat of our voluntary, fre 


enterprise system providing health services—is 
presaged by the which apparently have de- 


veloped 1955 through l 
period, the Blue Shield Plan 
Richmond, 


arranged that ea 


During the 


has its headquarters in 


irough 
h sub 


his payments into the pool 


public funds which the Plan administers. Through- 


out the period the P payments to physicians 


remained quite consistent] it 90% of subscriber 
income; thus, the 76‘) greater 


payment made by 


the subscriber all went to phvsicians. 


The additional payments to physicians, in behalf 


of each subs ertain new services which 


hield program and covered 


an in 
ne expense of an up 


Howe ver 


‘ 
] © increase 


schedules 


amount of pavr 


Nonetheless, 


per servic 

payment per serv 

ice received by octor } tio of adequ icv. of 
Blue Shield payments to doctors’ charges showed no 
change during the five year period. 


} 


to doctors charges 


Plan’s payments 
lows: 

of surgeon s ¢ harges covered 
of medical charges covered 


} 


of consultation charges covered 


of anesthesiology charges covered 


‘rcentages vary from those pertinent to 


each of the five years by no more than a few tenths 


despite the 33-1/3% 
Blue Shield fees paid. 
In 1955, the Richmond Plan 


charging Group-enrolled families $4.90 per month 


of one percent increase in 


Blue Cross was 
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During 1959 the family was established at 


$9.40, a 92°; 


rate 
About 


can be accounted for by incr 


higher rate S', of the 9 


ises in hospital ope: 


ing costs, which went up approximately 54, per 


throughout the five vear period. Thirty-thre« 


89 needed to 


of the 1 rate 
Blue Cr 


nervous and mental 


Wiis 

additional] 

hike 


in utilizat 


idmissions and 


er thousand 


Local 


of medi 


+} 


tween experience seems all 


more inexplicable when it is considered that 


levels of utilization in Virginia in 1955 were 


than those of the nation in 1959 


National Experience 
1955 
* Admissions 131 139 
Average 45 davs 
*Total Days 973 


* Per 1,000 members 


1959 


7.00 dat 


1043 


stay / 


Although the increase in local utilization rate does 
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necessitated by the progressive increase jon 
ty experienced during the period 
How |] ueag ta] | ncr 
‘i 
is all too glaringly apparent from the following tab] 
changes in rates charged, 
in which total davs are presented in 
scriber increase by 76‘% 
terms of “pI persons covered 
Admissions 149 165 
Average stay 7.61 davs § 32 da 
| Total Days: 1370 
a Thus, the total days of hospital care paid for ; 
were added to the Blue Shic 
the Plan for each 1,000 its members incr ed 
= = 25.7‘, during the five vear period At about $ n { 
\ ird 1 | 
i per da ind with 400,000 members, this increase | 
; revision of the fee thy 
ee: : in utilization rate amounted to an increase in Blue i 
latter change produced a 33- in the 
a Cross expenditures of two and a half million dollars a 
Though some increased utilization was to be ex : 
pected because HM cal advances and certain demo 
graphic trends, Me 25.7% increas f bed-utiliza 
: tion rate in Virginia seems entirely out of keeping : 
With the mparahie « Nncrease experien | 
is fol Blue Cross Plans national], The discrepancy be 
higher 
61.5% 
13.49 
4 
7 


not seem based on medical ne¢ essity, or even pro- 
priety, it is nonetheless explained in large part on 
the basis of availability of hospital beds. 

During the five year period under consideration, 
the number of hospital beds available for use by local 
Blue Cross members and their doctors 


13.2% 


increased 
If, in fact, the availability of beds increases 
injudicious utilization, Blue Cross is in for more 
trouble because as of today, either under construction 
or on drawing-boards, there are enough additional 
beds to bring about a further increase of 16.5°7 by 
the end of 1962. 

Obviously the trends that are adversely affecting 
the effic acy of Blue Cross-Blue Shield are equally 


iffecting health insurance and other forms of pre 


Handy reference cards telling what to do in case 


f accidental poisoning and how to prevent such 
mergencies have been made available by the Amer 


an Medical Association 
The cards 


vagnitude of the 


reflect a growing awareness of the 


problem, according to Bernard E 
Ph.D., secretary of the A.M.A. C 


Toxicology 


Conley 


ommiittet 


Statistics show that 1,422 persons, 355 of them 


pre-school children, were killed in one year by pack- 


wed chemi als, such as detergents, cleansers, and 


other household cleaning agents, while thousands 


were injured 
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What to Do in Case of Poisoning 


payment. The deductible and co-insurance features 
of prepayment coverage must, of course, be increased 

to the detriment of prepayment’s ability to do the 
job the public demands of it. The public’s demands 
will be served, either through its voluntary institu- 
tions or through its government. But perhaps it is 
not too late for the medical profession to take truly 
aggressive action to preserve the voluntary, free- 
enterprise way of meeting the public’s demands. 
However, continuance of the laissez-faire policy 
which the profession seemingly adheres to with a 
Pollyanna-optimism is tantamount to an invitation 
for ambitious social-planners to assume the leader- 


ship the profession now is failing to exercise. 


“The first aid for poisoning chart serves as both 

reminder of the dangers of accessible poisons to 
small children and as a help in meeting poisoning 
emergencies,” Dr. Conley said. “Its life-saving po- 
tential may be equated with its value in educating 
the public on what to do when poisoning occurs.” 

As another means of preventing poisonings, the 
\.M.A. is supporting a bill, now before Congress, 
that would require household, commercial, and in- 
dustrial products to carry labels listing their contents. 

The cards suitable for attaching to medicine cabi- 
nets, may be obtained free of charge from the Com- 
mittee on Toxicology, American Medical Association, 
$35 N. Dearborn St., Chicago 10, Il. 


j 
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Public Health.... 


“Control of Communicable Diseases in 
Man” 


The rules and regulations contained in ‘Control 
of Communicable Diseases in Man”, a publication 
of the American Public Health Association, were 
adopted many years ago by the Virginia State Board 
of Health and were declared by this Board to have 
the force and effect of law within this Common- 
wealth, except where any town or city, in accordance 
with authority granted in its charter, has adopted 
other rules and regulations not contrary to law. This 
authority has been vested in the State Board of 
Health of the Commonwealth of Virginia by Section 
1487 of the Code of Virginia and by the provisions 
of other acts. 

A new edition, the ninth, of this manual, Control 
of Communicable Diseases in Man, published early 
this year, has been received in the central office of 
the State Department of Health, and is being dis- 
tributed to the local health departments and to the 
reporting physicians of the State. Each local health 
department office will be sent three copies, one for 
the director, one for the nurses, and one for the 
sanitarians, and a copy will be sent to each physician 
who is listed as sending weekly report cards of com- 
municable diseases to local health departments. 

A revision of the manual is made each five years 
by the Subcommittee on Communicable Disease Con- 
trol, which is currently a subcommittee of the Com- 
mittee on Evaluation and Standards of the American 
Public Health Association. This subcommittee re- 
quested and received collaboration from the follow- 
ing national and international organizations: 

U. 5. Department of Defense 

U.S. Office of Civil & Defense Mobilization 
American Academy of Pediatrics 
Conference of Public Health Veterinarians 
Ministry of Health for England and Wales 
Department of Health for Scotland 

Pan American Sanitary Bureau 

World Health Organization 

This is the fourth edition in which the Ministry 
of Health for England and Wales and the Depart- 
ment of Health for Scotland have collaborated, and 


344 


MACK I. SHANHOLTZ, M.D. 


State Health Commissioner of Virginia 


the third in which the World Health Organization 
has participated. 

The aim of the manual is to provide an informa- 
tive text for ready reference by public health workers 
of official and voluntary health agencies, to include 
physicians, dentists, veterinarians, sanitary engineers, 
public health nurses, social workers, health educa- 
tors, and sanitarians; and for physicians, dentists, 
and veterinarians in private practice having a con- 
cern with the control of communicable diseases. The 
booklet does not substitute for standard text books 
While primarily intended for workers in the Amer- 
icas, and therefore largely expressive of American 
pra tices and ideas, the content is broadly represen 
tative of global infectious diseases. 

The report of the committees was originally de 
signed as an aid in formulating standard regulations 
for administrative control of communicable diseases 
for which notification was required by State and 
municipal health authorities of the United States; 
succeeding editions have given a more comprehensiv: 
coverage of world infections. The present list in 
cludes most conditions of public health importance, 
with a goodly representation of the less common and 
less significant diseases which so often present puz- 
zling problems in administrative action. 

Notification to the local health authority that a 
case of communicable disease exists within the par- 
ticular jurisdiction is the first step toward control. 
A system of reporting functions at four levels. The 
first is collection of the basic data in the local com- 


munity where disease 


occurs The data are next 
assembled at district, state, or proving ial level. The 
third level is collection of total information for 
the nation. Finally, for certain prescribed diseases, 
report is made by the national health authority to 


the World Health Organization 


The local health department uses the information 
immediately to tabulate what diseases are within its 
bounds and for investigation and control. It for- 
wards these reports to the State Departme nt of 
Health. This office compiles a report of diseases in 


the State and returns a weekly morbidity report to 


the local health departments and to the reporting 
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physicians. It makes a weekly report to the National 
Office of Vital Statistics and, in turn, receives from 
that office a weekly report of communicable diseases 
in the States and Territories of the nation with 
comments on certain reports of unusual or special 
interest. Our national health authority reports cer- 
tain diseases to the World Health Organization, 
which returns a report of these diseases as they exist 
throughout the world. 

Diseases to be reported to local health departments 
are: 


Amebiasis 


Anthrax 


Aseptic Meningitis 
Botulism 


Brucellosis 


undulant fever) 
Cholera 


Diphtheria 


Poliomyelitis 
nonparalytic 
paralytic 
unspecified 

Psittacosis 

Rabies in Animals 

Rabies in Man 


Relapsing Fever 


Tetanus 
Irichinosis 
Tuberculosis 
all forms 
Tularemia 
Typhoid Fever 
Typhus Fever 


endemic 


Encephalitis louse-borne epidemic 


infectious 


Rheumatic Fever Venereal Diseases 


arthropod-borne Rocky Mountain Gonorrhea 
Syphilis 


primary 


other Spotted Fever 


Hepatitis Salmonellosis 


infectious 


all types including secondary 


serum 


typhoid and early latent 


Leprosy paratyphoid 


other forms 


Leptospirosis Shigellosis Whooping Cough 
Malaria Smallpox Yellow Fever 
Measles 


Streptococcal 
Meningococcal Infections 
Infections including scarlet 
Plague fever 


Case report of a communicable disease provides 
minimal identifying data of name. address 


nosis 


diag- 
ige, sex, and date of report for each patient 
and in some instances for suspects. The date of onset 
and the date of diagnosis are useful 

Reports of Epidemics. In addition to requirement 
of individual case report any unusual or group ex 
pression of illness which may be of public concern 


reported to the local health authority 


vy the most expeditious means 


procedure is 
to be followed whether the disease is well known and 
subject to routine report, indefinite or unknown, or 
absent from the list of diseases officially reportable 
Pertinent data of the epidemic report include number 
of cases, within what time, approximate population 
involved, and apparent mode of spread. The report 
is forwarded to the next higher jurisdiction by tel 
phone or telegraph. Examples of epidemics involv- 
ing diseases not usually reportable are food outbreaks 
and influenza 

Diseases should be reported by the physician in 
attendance on the case 


In the event that no 


phy- 
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sician is called to see the patient, the lay attendant 
(father, mother, guardian, husband, wife) is respon- 
sible for reporting the case. 

In addition to his responsibility for the clinical 
diagnosis and treatment of cases of communicable 
diseases, the practicing physician has other respon- 
sibilities related to the public health of the popula- 
tion or area he serves: 

(1) He should report promptly all cases of dis- 

eases which are herein declared reportable 

(2) He should cooperate with the local and State 

health departments in carrying out health 
regulations, especially in instituting isola- 
tion and, rare instances, quarantine, and in 
obtaining release cultures when applicable 
(3) He has an additional obligation to cooperate 
with the local health authorities in develop- 
ing and executing a good program for the 
control of communicable diseases 
(4 


He should acquaint himself with and make 
appropriate use of the services of the Lab- 
oratory of the State Department of Health 
to assist him in arriving at an accurate diag- 
nosis of illnesses among his patients 
(5) He should be familiar with the drugs and 
biologic products which are provided by the 
Department of Health free of charge and 
those for which a charge is necessarily made. 
Diseases in the manual “Control of Communicable 
Diseases in Man’, are listed in alphabetical order 
and under each disease are numerous headings, such 
as 
Identification 
(Occurrence 
Infectious agents 
Reservoir and source of infection 
Mode of transmission 
Incubation period 
Period of 


Suscept 


communicability 


1: 


ibility and resistance 


Methods of Control: 

A. Preventive measures 

b. Control of patients, contacts, and immediate 
environment 

] Isolation 

2. Concurrent disinfection 
Terminal disinfection 

4. (Quarantine 

5. Immunization of contacts 


6. Investigation of contacts and source of 


infection 


7. Specific treatment Others who may want a copy can order the same 


from the Book Service of the American Public Health 
Association, 1790 Broadway, New York 19, N.Y, 
sending payment in advance. The paper edition costs 


$1.00 per copy and the cloth bound edition sells 
for $2.50 each. 


C. Epidemic measures 

D. International measures 

This manual is not distributed generally by the 
State Department of Health. It goes, as stated above, 


only to health departments and reporting physicians. 


MonTHLy REporT oF BUREAU OF COMMUNICABLE 
Disease ConrTrot 


Brucellosis 

Diphtheria 

Hepatitis (Infectious) 
Measles 

Meningococcal Infections 
Aseptic Meningitis 
Poliomyelitis 

Rabies (In Animals) 
Rocky Mt. Spotted Fever 
Streptococcal Infections 
Tularemia 

'yphoid 


Jan.- Jan 
April April April April 
1960 1959 1960 1959 
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Leprosy Control 


A member of the World Health Organization's 
Second Expert Committee on Leprosy said that seg 
regation is still needed to control the disease. In a 
letter printed in the April 30th Journal of the Amer 
ican Medical Association, Dr. H. W. Wade, Culion 
Sanitarium, Palawan, Philippines, criticized a news 
release issued by WHO headquarters in Geneva last 
August. 

He said the release to the effect that the committee 
had recommended abolition of leprosariums is “sim 
ply not true”. 

Furthermore, he said, the statement in the release 
saying that the age-old custom of keeping lepers apart 
from the rest of the community is unnecessary from 
the medical point of view is “hardly less misleading.” 

“The recommendation of the committee, in keep- 


ing with resolutions of several international meet- 


ings held in recent vears, is that leprosy should be 


treated more or less as tuberculosis is treated. with 
hospitals for the care of patients suffering from the 


acute ‘reactional’ ¢ pisode s of |e prosy 


for the surgical 
reconstruction of patients with mutilations, and for 
the training of personnel and other administrative 
purposes.” 

Dr. Wade also clarified the committee recommen 
dations in connection with legislation 

solely to leprosy be abolished and that the disease he 


“It was recommended that special laws applying 


taken care of by regulations set up under general laws 
pertaining to the control of communicable diseases as 
a whole. That would not, by any means, preclude 
isolation of some patients if it seems necessary under 
local conditions in the light of present knowledge 


of the disease.” 
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Current Currents 


HEALTH CARE OF AGED: Both political parties seem determined to bring about 
the enactment of some form of Forand type legislation having to do with health care 
of the aged. It is important, therefore, that each member know the thinking of AMA 


on the question and be able to answer the questions which are sure to be asked by many 
patients. 


In commenting on the Administration’s recent proposed medical care plan for the aged, 
Dr. Louis M. Orr, President of AMA, stated that it is based on the false premise that 
almost all persons over 65 need health care and cannot afford it. This, according to Dr. 
Orr, is not true. The truth is that a majority of our older people are capable of con- 
tinuing a happy, healthy, and in many cases productive life. Only 15 per cent of the 15 
million persons in the nation over 65 are on old age assistance. An undetermined 
number, although able to finance other costs, find it difficult to withstand the additional 


burden of the cost of illness. None of the Forand type bills are tailored to meet these 
problems. 


Here is AMA’s positive 8-point program for the health care of the aged. 


(1) The needy aged. These aged now receive health care through OAA programs. 


Here the need is for better organized medical care programs including improved pre- 
ventive medical care; 


(2) The near-needy. This is the group whose size is indeterminate, who can meet or- 
dinary costs of living but cannot pay for health care costs. The AMA supports a state- 
administered program of federal grants-in-aid to the states for the liberalization of 
existing OAA program so that the near-needy could be given health care without 
having to meet the present rigid requirements for indigency. A liberalized definition 
as determined locally would permit an expanded program and encompass the near- 
needy group; 


(3) Facilities. Better nursing home facilities for the long-term care of the aged person, 
especially those over the age of 75, is the most urgent health care need before the 
nation today. The average age of nursing home patients is 80, and their average dura- 
tion of stay is 2 years. It is here that major improvement can be brought about. AMA 
supports federal programs for the provision of grants through the Hill-Burton mecha- 
nism to provide for new nursing home additions to existing hospitals. For proprietary 
nursing homes the AMA supported the recently enacted amendment to the Federal 
Housing Act providing for government guaranteed mortgage loans to proprietary nurs- 
ing homes. AMA is also cooperating with the American Nursing Home Association 


and the American Hospital Association in an effort to bring about a rapid improve- 
ment in medical care provided in nursing homes; 


(4) Voluntary health insurance. Health insurance and prepayment policies tailored to 
meet the needs of the aged for long-term nursing home care, must be developed as 
rapidly as possible. Health insurers and the Blue Cross and Blue Shield Plans across the 
nation are already experimenting in this new area of coverage; 


(5) Home nursing care. Care of the aged patients at home is psychologically, med- 
ically and financially desirable. Many programs to promote home nursing care are being 
developed. 


Homemakers services also provide opportunities for children caring for aged mothers 
or fathers to continue gainful occupation. They need to be expanded; 


(6) Attitude toward aged. A basic change in attitude toward the aged person must be 
brought about. The person who reaches 65 has not suddenly become non-productive, 
and senescent. On the contrary, most persons over 65 are reasonably well and able to 
work. Increased productivity by eliminating compulsory retirement and permitting 
voluntary change of work is an essential part of the answer to the present problem; 


(7) Health education. Many older persons are unaware of the need for continuing 
healthful nutrition and other practices that contribute to good health. Above all the 
“will to live” is essential to continuing health. Preventive medical measures instituted 
long before the age of 65 also can contribute materially to the promotion of good health 
after age 65; 


(8) The purchasing power of the dollar. One of the principal economic problems of 
the aged person in the last twenty years has been the constant and continuing erosion 
of the purchasing power of his pension benefits. Any government program to help the 
aged must be anti-inflationary and maintain the purchasing power of fixed pension and 
annuity benefits. 


PILOT EXAMINATIONS: Effective June 15, 1960, student and private pilots must 
receive their medical examinations from designated medical examiners. Because of the 
many questions that have been raised concerning this ruling, Dr. James L. Goddard, 
Civil Air Surgeon, has emphasized that any physician may make application for desig- 
nation as an examiner. He has requested that your editors publish the following 
objectives which the ruling hopes to achieve: (1) To maintain a group of medical exam- 


iners who are clearly responsive to the needs of public safety in the performance of ex- 
aminations and the issuance of medical certificates to airmen; (2) To permit the ad- 
ministration of training programs to maintain the quality of performance of medical 
examiners and to permit the dissemination of special instructions pertaining to the needs 
of civil aviation; (3) To bring into the program those physicians who have the profes- 
sional qualifications and a demonstrated interest in the medical certification field. 
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Mental Health.... 


Psychiatric Consultation to 
Social Agencies 


The Mental Health Center of Norfolk has recently 
extended to the various agencies of the city and 


county a program of psychiatric consultation. The 


idea in itself is not new. However. since our ex- 


perience has been rewarding, we feel that a presen- 


fot 


tation of our program is warranted 


The task of the Mental Health Center in Norfolk 


is manifold. While we give diagnosis and treatment 


to mentally sick individuals, an attempt is also 


made through general educational efforts to improve 


the public’s opinion of, and emotional reaction to 


mental illness and their psychiatric treatment. We 


ilso conduct research into the sociological and psy- 
hodynamic causes of the diseases with which we 


work and make some effort at prevention lo these 


tandard services we have idded that of consultation 


to other so« ial agencies and found it to be hoth ideal 


istic and practical 

Che specialized skill and knowledge of our psy- 
hiatric team is utilized by the workers of the other 
agencies in helping the multitude of people with 
whom they deal. By offering consultation to the 
various social agencies in the community we can 
multiply the effects of th Mental Health Ce nter to 

onsiderable degree 

Che clinic staff finds the consultation sessions with 
the persons of different training and experience stim- 


ulating. The clinic is now receiving fewer inappro 


priate referrals for psychiatric workup, and we have 
understood a great deal more about where to refer 
problems that we cannot handle. The spirit of co 
yeration brought about between the Center and the 
ther agencies by this method makes working with 
them more pleasant, both from a standpoint of per- 
sonal relations and professional satisfaction 

There are these three facets in our consultation 
First, the professional skills of the psychia- 


psychiatric 


service 
trist, the 


chologist are made available to the agencies. Second. 


social worker, and the psy- 


\bstract of paper presented to Annual Meeting of De- 
partment of Mental Hygiene and Hospitals in Roanoke, 
November 17, 1959. 

Dietrich W. Heyper, M.D., Director, Norfolk Mental 
Health Center. 

\pproved for publication by Commissioner, Department 
Mental Hygiene & Hospitals 
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a program is set up to broaden and deepen the 
academic knowledge of the personnel of the agencies 
served. The third is that our own Mental Health 
Center staff learns from the other agencies what 
community resources are available in Norfolk. 

The decision to provide this broad type of agency 
consultation was followed by a thorough discussion 
of how to do it. In the past, certain information had 
been given to all the agencies at a collective meeting 
But there was a feeling that we should provide indi- 
vidually scheduled time for each agency. On the 
other hand, some agencies were not convinced that 
consultation would be of benefit to them at all. Others 
felt that mass meetings offered little in the way of 
solid achievement because of the extreme differences 
in the agencies themselves. Agencies differ in size 
from one worker to over a hundred, services varied 
from financial assistance to long-term counseling, ex- 
tensive variations were noted in the amount and type 
of training the workers had received, while ideo- 
logical standards (bases on religion or personal 
opinions) caused differences in recommendations for 
similar, even identical problems. On the other hand. 
it was recognized that agencies could gain something 
from each other. We reached a compromise whereby 
every agency would be given individual consultation, 
and a joint meeting of all agencies was planned to 
follow each period of rotation. 

Under the auspices of the Norfolk Council of 
Social Agencies all agencies of the Community served 
by the Center were invited to participate. The ex- 
ecutive director of one of the agencies was appointed 
to schedule and coordinate the service. 

Consultations for individual agencies were sched- 
uled for each Wednesday from 10 until 12 o'clock. 
usually in our office. (We have made an effort, how- 
ever, to visit the office of each agency at least once. ) 
The first consultation with each agency was used to 
obtain a detailed explanation and interpretation of 
its functions, goals, and limitations. The second 
meeting carried the emphasis of what constitutes a 
psychiatrically valuable history, as well as general 
referral procedures, plus a restatement of the aims 
and limitations of a clinic such as ours. 

After these preliminaries, the consultation hours 


were organized and now operate in a rather set man- 
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ner. First, the social history of a selected case is 
presented by a member of the social agency. This 
is criticized and discussed thoroughly as to content 
or lack of content, leading to interpretation of state- 
ments made by the client and of his motivation for 
treatment with stress on the dynamic forces behind 
the problem at hand. In the interplay between the 
members of the presenting agency and our staff, we 
try to arrive at a clear understanding of the case 
as a whole and in detail. 


Of course sessions with an agency fortunate enough 
to have highly skilled workers, along with a train- 
ing program for students, differ greatly from sessions 
with an agency hiring no worker with training in 
the sociological or psychological field. The level of 
discussion is adopted to the degree of knowledge. 

A discussion of the patient’s history and discus- 
sion of the handling of the client by ine worker 
frequently leads to criticism of the worker by his 
co-workers and consultants. Often the very fact that 
a given case is chosen for presentation indicates 
adverse feelings between the worker and client. The 
exploration of these feelings naturally provokes anx- 
iety and hostility on the part of the person who 
presents the case. If no way is offered to ventilate 
these feelings, “negative transference” can develop 
which may even spread to negative feelings and 
misunderstandings between the agency and the clinic. 
Therefore, an opportunity on the part of the agency 
to criticize the consultants is offered freely and often 
demanded. In this respect the consultative hour can 


be compared with the psychotherapeutic hour, 


well 
where the patient’s (agencies) expression of feelings 
are encouraged and “ventilation” occurs. 

The organization asking for consultation is not 
“advised”. Authoritative pronouncements as to the 
solution of a problem does not usually help. Only 
what can be worked out by the involved persons is 
valid and worthwhile. Even so, recommendations can 
be given and accepted without resistance or resent- 
ment if they are based on awareness of the dynamics 
operating within the client, the recognition of the 
realistic situation, and the knowledge of the agency’s 
own limitations—limitations that an agency is often- 
times unaware of or does not want to admit possibly 
because of painful guilt feelings. 

The inter-agency meetings, as distinguished from 
the individual agency consultations, have been of 
particular interest. They have fostered and improved 
the inter-action between the consulting members of 


the Council, where the give-and-take process was 
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particularly invigorating. This might be illustrated 
by presentation of a case. 

One of the family agencies had become involved 
with a married couple and their three children, one 
from the father’s and two from the mother’s first 
marriage. Behavior difficulties on the part of the 
parents and the children arose from the immature 
attitudes of both parents toward their own children, 
It took a lengthy and complicated discussion includ- 
ing Freudian postulations to clarify part of the his- 
tory presented and arrive at a workable and dynamic 
formulation. An unusual amount of criticism was 
aimed at the psychoanalytic interpretation, a criti- 
cism which sharpened the discussion. Eagerness and 
enthusiasm and emotions ran high. It struck almost 
like lightning from the blue when a member of the 
less psy hoanal ytic minded services arose and asked 
the very practical question, “Well, what are we going 
A burst of laughter followed the 
question together with a sigh of relief, for we all 


to do about it?” 


suddenly realized that we were not psychoanalysts 
but psychiatric consultants and people looking for 
consultation. We then went ahead with the recom- 
mendations. 

Generally the discussions are aimed at training 
personnel, no effort is spared to explain all questions 
in detail regardle ss of repetition. 

Although the results of the consultation service 
described above cannot be expressed in statistics, they 
should be self-evident. Most of the teaching cases 
presented at the Center can be disposed of without 
further workup, which saves valuable diagnostic 
time. The agencies have grown more confident in 
their own capabilities. The quality of their referrals 


has consequently improved. They have on the other 


hand learned to recognize difficulties beyond their 


scope. Thev have been able to improve their case 
work through increased understanding of their clients. 
The close-knit personal relationships between the 
Center and the agencies have made all of them feel 
freer to call on the members of the staff for advice 
and guidance at any time. This reflects in better 
service to certain clients who can now receive com- 
petent help within a shorter time. 

The Center has thus profited in many ways. Coop- 
eration between the Center and the agencies has 
grown. Through our greater knowledge of the func- 
tions and limitations of the agencies themselves the 
quality and number of referrals to other agencies 
has improved and the Mental Health Center has 
become more efficient in the utilization of community 
resources. 
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The Medical Society of Virginia.... 


Council Minutes 


A special meeting of the Council of The Medical 
Society of Virginia was called to order by Dr. Allen 
Barker, President, at 1:00 P.M., on Sunday, Febru- 
ary 28, 1960, at Society Headquarters. Attending 
were Dr. Guy W. Horsley, Dr. Mallory S. Andrews, 
Dr. Harry J. Warthen, Dr. Mack I. Shanholtz, Dr. 
John T. T. Hundley, Dr. Thomas W. Murrell, Jr., 
Dr. Fletcher J. Wright, Jr., Dr. William N. Thomp- 
son, Dr. Byrd S. Leavell, Dr. W. Fredric Delp, and 
Dr. Richard E, Palmer. Also in attendance were Dr. 
Vincent W. Archer and Dr. W. Linwood Ball, Dele- 
gates to the AMA, Mr. John Duval and Mr. William 
Miller, Attorneys for the Society, and Dr. Harry C. 
Bates, Jr., Also 
meeting with the Council were Dr. Edward E. Had- 
dock, Dr. Dean B. Cole, and Dr. Benjamin W. 
Rawles, Jr., all members of the Society's Legislative 


Chairman, Committee on Aging 


Committee 

Phe President informed Council that an unusually 
large number of bills with medical implications had 
been introduced in the General Assembly and the 
meeting had been called for the express purpose of 
onsidering them. 

First to be considered were House Bills 156 and 
$03 which had to do with the construction of homes 
for the aged on a state-local matching appropriation 
basis. Mr. Thomas Manning, President of the Vir- 
ginia Nursing Home Association, was introduced 
ind stated that in his opinion the legislation was 
socialistic and that every effort should be made to 
keep the State out of the nursing home field 

After further consideration, the following resolu- 


tion was adopted : 


Be Ir Resorvep, that The Medical Society of 
Virginia go on record as being opposed to the 
entrance of the State into the Nursing Home 
field and that the Governor's Commission on 
the Aging be urged to continue its studies of 
existing conditions in this field in order that 
private enterprise can be properly informed and 


advised concerning present and future needs. 


Council then heard a report by Mr. Duval con- 
cerning bills which were of particular interest to 
These had to do 
with legislative safeguards for committees, 


the Society and its committees. 
amend- 
ments to the maternity hospital law, radiation haz- 
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ards, and medical examination fees and subjects. It 
was learned that all five bills were progressing satis- 
fac torily. 

Next to be considered were those bills pertaining 
to milk control and supervision. It was moved that 
Council reaffirm previous actions by the House of 
Delegates and Council that members of the Legisla- 
tive Committee in the General Assembly be urged to 
support House Bills 622 and 623 (would place re- 
sponsibility for milk control and inspection under 
Department of Health). further re- 
quested that a VALC study be supported if House 
Bills 622 and 623 were not passed. 


The motion 


Senate Bill 315 was then discussed at great length. 
This Bill would amend the Virginia Code in such 
manner as to permit organizations such as the Group 
Health Association of Washington to operate in 
Virginia. When Council Legislative 


Committee had recommended that such legislation be 


learned the 


opposed, it adopted a motion to support the recom- 
mendation to the fullest extent possible and that 
the following resolution be used, should the need 


arise: 


RESOLVED By THE CouNcIL oF THE MEDICAL 
SOCIETY OF VIRGINIA: 


(a) That a physician owes his allegiance to his 
patients, and the intervention of a third 
party between the physician and his patient 
is inimical to the best interests of the pa- 
tients, the physicians, and the public. 

(b) That the furnishing of medical services by 
a corporation is contrary to the long es- 
tablished laws and principles governing the 
practice of medicine in Virginia and should 
not be permitted. 

(c) That the proper function of a medical care 
program is to assist in the financing of 
medical costs and not the furnishing of 
professional services. 

(d) That Senate Bill 315 is violative of these 
established principles and should not be 
enacted into law. 


Next to be considered was Senate Bill 269, which 
had to do with the labeling of blood for transfusion 
purposes, Although it was believed the Bill was not 
popular and quite probably would be killed, it was 


decided that Council should endorse the following 
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resolution recently adopted by the Virginia Society 

of Pathology. 
WHEREAS, there exists no discernable or scien- 
tific evidence that blood from an individual of 
one of the racial groups of human beings differs 
in any significant quality from individuals of 
corresponding blood types in other racial groups, 
and 
Wuereas, there is no evidence that transfused 
blood persists permanently in any individual, 
and 
WHEREAS, any requirement that blood banks 
separate and classify blood according to the 
racial group of the donor would drastic ally de- 
crease the possibilities of keeping supplied of 
the types of blood on hand for all therapeutic 
needs, and tremendously increase the waste of 
human blood, and would make impossible the 
use of blood from such important sources as 
the American Red Cross, and would frequently 
result in the impossibility of obtaining sufficient 
supplies of blood of the proper type for the treat- 
ment of ill persons: 
Be It Resovep, that the Virginia Society for 
Pathology recommends that the Legislature of 
Virginia not give favorable consideration to any 
measure such as Senate Bill 269 which would 
impose upon the operation of blood banks any 
unnecessary classification of bloods by scien- 
tifically unjustifiable criteria such as the racial 
groups of the donor. 


There followed considerable discussion concerning 
House Bill 533, which would remove the Virginia 
Hospital Service Association (Blue Cross) from 
under the jurisdiction of the State Corporation Com- 
mission as far as rate fixing is concerned. The fol- 
lowing resolution was adopted: 


RESOLVED, that the Council of The Medical 
Society of Virginia endorses House Bill No. 
533 and favors its passage by the General As- 
sembly of Virginia. 

It was then moved and adopted that House Bill 
716 be opposed. This was the so-called Christian 
Science vaccination bill and would have amended the 
Code in such manner that vaccination would not be 
required of any child if an affidavit could be fur- 
nished stating that such vaccination conflicts with 
the religious teachings of the individual. 


Mr. Miller then explained a proposed amendment 


to House Bill 328 which would serve to clear up any 


misunderstanding concerning the methods of treat- 
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ment (physical therapy) denied to masseurs and 
others not qualified as physical therapists. Council 
felt that the amendment was a good one and that no 
particular action was necessary. 

A question was then raised concerning House Bill 
198 which would, under certain conditions, make it 
possible for paying patients to bring suit against 
charity hospitals. A motion was adopted which would 
instruct the Legislative Committee to oppose the Bill 
should such action become necessary, 

Dr. Bates asked if a bill establishing 20 General 
Practice Clinics under the State had been introduced. 
Dr. Shanholtz indicated, that to his knowledge, no 
such bill had been introduced. 

Dr. Bates then stated the American Medical As- 
sociation had requested that his Committee on Aging 
take the initiative in organizing a joint council on 
aging in Virginia. It was moved and adopted that 
Council approve efforts on the part of Dr. Bates and 
his Committee to bring about the formation of such 
a joint council 

A report by the Executive Committee concerning 
the physic ians award proposed by the A. H. Robins 
Company was presented by Dr. Wright. He stated 
that the Committee was of the opinion this would not 
be a good move at this time, particularly in view of 
the fact that the Society had just recently abolished 
There 


was some concern that the award, although proposed 


the General Practitioner of the Year Award 


with the best of intentions, might very easily do more 
harm than good. It was Dr. Wright's recommenda- 
tion that the proposal of the Robins Company be 
rejec ted in a most courteous and apprec jative manner 
and the reasons be ¢ xplained to Mr. Velz. A motion 
to this effect was adopted 

Mr. Duval then acquainted Council with a bill, 
supported by the State Hospital Board, which would 
make it possible to regulate and supervise homes 
operated by private parties for mentally deficient 
children. Dr. Shanholtz described some of the con- 
ditions he had personally observed at these homes 
and supported the contention that some authority over 
them was needed. It was explained that there was 
known opposition to the bill. 

Dr. Archer then reminded members of the Council 
of the meeting in Washington on March 24 with 
Virginia’s Congressional delegation. 

There being no further business, the meeting was 
adjourned. 

Rosert I, Howarp, Secretary 
APPROVED: 
ALLEN Barker, M.D., President 
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Miscellaneous... . 


Mail-Order Rx Schemes 


It may well be a long time before the patient who 
just walked out of your office with an important 
prescription in his pocket ever gets around to taking 
the needed medication—the reason—miail-order pre 


scription schemes 


Now being heavily promoted all across the nation 
these schemes center their publicity on cut-rate pre 
scription prices 


Here, for example, is what might happen to your 
patient 
Instead of taking his prescription to his communit 

} macist to t illed that day he d ps nto 
nail to one of thes wrations perl 1th 

} 


tion comes | perhay 

t job for which it was originally intended 

4 

hour patient in the meantime, still experiencing 
the symptoms which prompted his visit to vou in 
the first place, attempts to tide himself over until 
he prescription arrives by applying some sort of 
self-medication which mav give him temporary relief 


ind at the same time lessen his understanding of t 


rearcrihedt 

Not only are dangerous delays characteristic of 
the mail-order mechanism, but the publ is also 
denied the complete services it has a right to expect 
from any pharn st in anv pharmacy. As a regular 
practice mail-order operators refuse prescriptions 


ontaining narcotic drugs. Most patients have no 


knowledge of what is and what is not a narcoti 
lrug: ind therefore any warnings by the mail-order 
house that it will not accept prescriptions for nar 
cotic drugs become meaningless. The patient, after 
exposure to unnecessary delay discovers that his 
prescription is only obtainable from his community 


pharmacy 


Prescriptions for narcotics are not the only ones 
which mail-order houses refuse to dispense. There 
are classes of prescriptions which are being refused 
hy mail-order operators for their own convenie nce, 
especially prescriptions which require compounding 
Both the ethics and traditions of the pharmaceutical 
profession demand that a pharmacist make every 


effort possible to promptly dispense every prescrip- 
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tion he receives regardless of the amount of profes- 
sional attention required. 

Because these depots operate on an impersonal 
issembly-line basis in a jurisdiction where only the 
supervision—rather than the actual dispensing—by 


pharmacists is required, the danger of dispensin 


lis] g 
errors is increased. Moreover, by operating outside 
he states in which the prescription was originally 
written, these houses deny the patient the protection 
1¢ has a right to expect from his own state laws gov- 
erning the practice of pharmacy. 

nother area in which the public is being misled 
quoting from a full-pag 
ment which a District of Columbia mail-order opera 
tor inserted in The Philadelphia Inquirer of Sund 


1960 


YOUR PRESCRIPTIONS ARI 
POUNDED BY 


COM- 
REGISTERED PHARMA 


CISTS! 

“Our registered pharmacists compound your 
prescriptions in ultra-modern, regularly inspect- 
ed pharmacies—using the finest, freshest na- 


tionally known ingredients. 


“YOUR ORDER IS FILLED IMMEDIATI 
LY TO ASSURE YOU OF FRESHNESS! 


“The same day we receive your prescriptions 

our pharmacists fill them and mail them out 
This assures vou of the freshness of everv medi 
cine you receive from us. And, of course, with 
our volume business and volume turnover, our 
shelves of vitamins and chemical 


are constantly replenished with fresh items.” 


After the publication of this advertisement, it 


was revealed that the premises described mnsisted 


ot 


nothing more than an empty room without any 
inventory, fixtures, or pharmaceutical equipment 
his advertisement was refused by two other large 
circulation newspapers, and the matter has been called 
to the attention of the Federal Trade Commission. 
Perhaps as important as anything else to the med 
ical profession is the fact that such schemes mak: 
it convenient for certain kinds of practitioners, un- 
authorized to prescribe in their own states, to 
write prescriptions that will be filled by these dis- 
tant operations. The geographical separation be- 


tween prescriber and dispenser makes it virtually 


impossible, and impractical for these operators, to 
check the source or to offer professional advice to 
the patient when he receives his medication. 

The greatest opportunity for mail-order promotion 
has been the geriatric market, where public attention 
has been mostly concentrated in recent months. 

A host of other unanswered questions comes to 
mind when prescriptions are ordered from these as- 
sembly-line outfits. For example, how can we safely 
assume that long-distance dispensing will be as the 
prescriber intended? Is the way paved for substitu- 
tion? Has the prescription been compounded under 
sanitary conditions ? 

The District of Columbia, where standards for 
pharmaceutical practice are based on an antiquated 
1906 act of Congress, has become the haven for 
mail-order operators 

One of these Washington-based firms was recently 
brought before Corporation Counsel of the District 
of Columbia. The investigating officer described the 
premises as “without facilities for compounding pre- 
“sink 


was located in the rear of the store by going through 


scriptions”, and noted further that the only 


a room that had waste paper for wrapping and 
packaging all over the place and the room where the 
sink was located proved to be filthy and the sink 
itself was corroded and stained and in a filthy con- 
dition.” 

That these mail-order prescription schemes are 
truly a menace to public health was emphasized by 
a statement made by Dr. George M. Fister, a member 
of the American Medical Association Board of Trus- 
tees, in an address to the recent meeting of the 
American Pharmaceutical Association House of Del- 
egates. Physicians, he noted, can easily warn their 
patients of the many flaws in these dangerous mail- 
order operations. He went on to condemn the mail- 
order schemes as “one of the gravest problems” fac- 
ing the health field today. 

A physician for more than 30 years, Dr. Fister 


said that he does his best to discourage any patients 


from sending prescriptions to a mail-order operation. 

“The personal touch is still essential”, he said 
America’s high standard of medical care was “found- 
ed on this firm foundation of personal service, and 
we would be foolish indeed not to preserve it.” 

The development of highly concentrated synthetic 
drugs, purified natural products, potent dosage forms 
and special needs in storage and dispensing all have 
created new problems of drug supervision, regula- 
tion and administration. The pharmacy and drug 
laws of each state are designed to protect citizens 
from the effects of ignorance and incompetency in 
these matters which are beyond individual patient 
control. 


The American Pharmaceutical Association has 


launched an educational campaign to inform all 
members of the medical profession about the inherent 
dangers in mail-order prescription operations. The 
national professional society is also supporting H.R 
10597 which will bring to the District of Columbia 
a modern pharmacy act 

At an emergency meeting in Washington, D. ( 
haven of the prescription-by-mail operators, Dr 
William S Apple, APhA Secretary, declared that 
“If this personal pharmacist-patient relationship is 
not preserved, the next break in the chain will in 
evitably be the elimination of the physician as the 
diagnostician and substitution of the mail-order pur- 
veyor as the pres riber. The only call on the phy- 
sician will be to write the death certificate. Individual 
acceptance of professional responsibility by all mem 
bers of the medical team can quickly put an end to 
the development of centralized mail-order prescrip- 
tion depots.” 

If mail-order prescription hazards are to be fully 
recognized, the medical profession must join with 
other members of the health team by reacting quickly 
and in a positive manner. Otherwise the public will 
be misled into believing that an impersonal central- 
ized mail-order method is an acceptable substitute 


for sound community medical-pharmaceutical service 
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Book Announcements... . 


Books received for review are promptly acknowl- The History of Medicine. By HENRY E. SIGERIST. 


Edited and with an Introduction by Felix Marti- 
edged in this column, In most cases, reviews will Ibanez, M.D., Professor and Chairman, Department 
be published shortly after the acknowledgment of of the History of Medicine, New York Medical College, 

Flower and Fifth Avenue Hospitals, New York: 
receipt. However, we assume no obligation in return Editor-in-Chief, M D Medical Magazine. Foreword 
for the courtesy of those sending us same. by John F. Fulton, M.D. M D Publications, Inc., 


New York. 1960, xviii-313 pages. Price $6.75. 


Textbook of Otolaryngology. By DAVID D. DeWEESE, Neurosurgery. Volume II. Surgery in World War II, 


M.D,, Clinical Professor of Otolaryngology, Univer- Medical Department, United States Army. Pre 
sity of Oregon Medical School, Portland. And Wil- pared and published under the direction of Major 
liam H. Saunders, M.D., Associate Professor of General S, B. Hays, The Surgeon General, United 
Otolaryngology, The Ohio State University College States Army. Editor in Chief, Colonel John Boyd 
of Medicine, Columbus. The C. V. Mosby Com- Coates, Jr., MC. Editors for Neurosurgery, R. Glen 
pany, St, Louis. 1960. 464 pages with 354 illustra- Spurling, M.D., and Barnes Woodhall, M.D. Asso- 
tions. Price $8.75. ciate Editor, Elizabeth M. McFetridge, M.A. Office 
of the Surgeon General, Department of the Army, 
Washington, D.C. 1959. xxvi-705 pages, Illustrated. 
A Traveler's Guide to Good Health. By COLTER For sale by the Superintendent of Documents, U. S. 
RULE, M.D., New York City. Doubleday & Com- Government Printing Office, Washington 25, D. C. 
pany, Inc., Garden City, New York. 1960. 266 pages. Price $7.50. 
Price $3.95 


; ; The Clonal Selection Theory of Acquired Immunity. 
Massage Manipulation and Traction. Edited by Sid By SIR MACFARLANE BURNET. The Abraham 
ney Licht, M.D., Honorary Member, British Asso Flexner Lectures 1958. Vanderbilt University 
clation of Physical Medicine, Danish Society of Press, Nashville. 1959. xiii-209 pages. Price $5.00. 
Physical Medicine, and the French National So- 
clety of Physical Medicine. Elizabeth Licht, Pub- 
lisher, New Haven, Connecticut. 1960. xiii-275 A Doctor Enjoys Sherlock Holmes. By EDWARD J. 
. pages. Illustrated, Price $10.00 VAN LIERE. Vantage Press, New York. 1959. 141 
pages. Price $3.00. 


Your Heart. A Handbook for Layman. By H. M 
MARVIN. M.D.. Associate Clinical Professor of Doctor Strand. By BORIS SOKOLOFF. Vantage Press. 
Medicine, Yale University School of Medicine, ete. New York. 1960. 205 pages. Price $3.50. 
Doubleday & Company, Inc., Garden City, New 

York. 1960. 335 pages. Price $4.50 


The Cigarette Habit. A Scientific Cure. By ARTHUR 
KING. Doubleday & Company, Inc., Garden City, 
One Out of Four. A Personal Experience with Cancer New York. 1959. 96 pages. Price $2.00. 
by MYRTLE WILLIAMSON. Foreword by Lewis 
C, Sharman, M.D. John Knox Press, Richmond, A Practical Guide for General Surgical Management. 
Virginia. 1960. 77 pages. Price $1.50. By JULIAN S. STERLING, M.D., Sc.D., Assistant 
Professor of Surgery, Graduate School of Medicine. 


"nive ete KForewoar > Bar. 
The Reluctant Surgeon. A Biography of John Hun- te 
ter. By JOHN KOBLER. Doubleday & Company, 
Inc., Garden City, New York. 1960. 359 pages. Price wn iT pages. Prices $3.00. 
$4.95 


The Teen-Age Years. A Medical Guide for Young 


People and Their Parents. By ARTHUR ROTH, 
Cancer of the Cervix. Diagnosis of Early Forms In M.D. Doubleday & Company, Inc., Garden City, 
Honour of Prof. C. Kaufmann. Ciba Foundation New York. 1960. 288 pages. Price $3.95. 
Study Group No. 3. Editors for the Ciba Founda- 
tion G. E. W. Wolstenholme, O.B.E. M.A., M.B., 
M.R.C.P., and Maeve O'Connor, BA. Little, Brown, The Story of Dissection. By JACK KEVORKIAN, 
and Company, Boston. 1960. vili-114 pages. With M.D Philosophical Library, New York. 1959. 80 
27 IMustrations. Price $2.50. pages. Illustrated. Price $3.75. 


Drugs of Choice 1960-1961. Walter Modell, M.D. Edi- Medieval and Renaissance Medicine. By BENJAMIN 

tor, Director, Clinical Pharmacology and Associate ' » New York. 1959. xii-843 ps Sitesteated 

Professor of Pharmacology, Cornell University Price $16.00 
Medical College; Attending Physician, New York — : 


Veterans Administration Hospital; etc. The C. V. 


Mosby Company, St. Louis. 1960. 958 pages. Price Hope Deferred. By JEANETTE SELETZ. Vantage 
$13.50 


Press, New York. 1959. 546 pages. Price $4.50. 
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Editorial.... 


University of Virginia Hospital 1901 
The University of Virginia Hospital (1901-1951) 


RS. SARAH S. MATTHEWS of Charlottesville has just published an excellen 


volume describing the first fifty vears of the University of Virginia Hospital 


The author was admirably fitted to write an account of the hospital and those who 


worked in it for she served as Record Librarian in this institution from 1937 until her 


retirement a few years ago. Few things transpire within the confines of a hospital that 
do not receive a mental note by those who work within the Record Room. Mrs. Mat 
t} 


thews’ retentive memory, happy literary style and lively sense of humor combine to 


make this a very readable book. 


Fortunately the writer did not confine her account to the first ha present 
century for the question immediately arises in the mind of the reader as to how a 
medical school, established in 1826, when Professor Robley Dunglison arrived from 
England, could exist for 75 vears without an associated hospital Mrs. Matthews devoted 


the first four chapters to a description of this largely didactic period when the medical 
student’s chief contact with the sick was obtained in an out-patient department. This 
theoretical type of institution necessitated a hospital appointment after graduation from 
the University. Fortunately the instruction received in those early years during the 


prolonged medical session, which began prior to the middle of September and con 


tinued, with the exception of Christmas day, until the first of August, was of such 


quality as to make these graduates sought after by the larger Northern hospitals 
A Dispensary was built in 1895/96 where the George Rogers Clark monument now 
faces Main Street just East of the C&O Railway overpass. The Medical De partment’s 


limited budget would not permit the erection of this building until the discolored bricks 


salvaged from the Annex and Rotunda fire, the preceding fall, were made available 


for this purpose. Occasional surgical operations were performed in this building but 
there were no beds available for in-patients and it was necessary to transport post- 
operatives across Main Street to a rented building where they were housed during their 
convalescence. The four students who carried the stretcher were known as “Dr 


Buckmaster’s pallbearers’. Here it was that Dr. Paul B. Barringer, who succeeded 
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Dr. James Lawrence Cabell as Professor of Surgery, enucleated Col. John S. Mosby's 
left eye which had been injured in a runaway horse accident. 


All this was changed when Dr. Barringer, then Chairman of the Faculty, interested 


several citizens in donating funds for the first and central wing of the present hospital. 


Lady Nancy Astor, then Mrs. Shaw, was the first substantial contributor when she 


raised $600 by making a levy on all of her husband’s business friends who incau- 


tiously boasted about their financial coups in her presence. The site chosen for the 


hospital was the former faculty pasture where professors were permitted to keep the 


family cow. The new 25 bed hospital with operating amphitheater, nurses quarters, 


kitchen, dining room, storage space and offices cost $50,000 and was formally opened 
on April 17, 1901. The present hospital and the entire Medical Department have 


grown up about this modest building 


Mrs. Matthews described in detail the various efforts to merge the clinical facilities 
of the University of Virginia and the Medical College of Virginia. Needed progress 
was delayed at the University pending the outcome of this contest but when the de- 
cision was reached in February, 1922, not to move the Medical School, the way was 


opened for the rapid expansion which is still taking place in the Department of 


Medicine. Additions have been added to the hospital with inc reasing frequen y and 


the size and quality of the faculty, as well as the student body, have kept pace with 


the growth of the physical plant 


Phe last 10 chapters are devoted to the faculty, with short biographical notes, the 


auxiliary services, the administration and, most readable of all, a series of humorous 


sketches dealing with some of the oddities that 


century she described. This story deserved to be 


graced the local scene during the half 
told and it has been well told by Mrs. 


Matthews. Fortunate is the institution that has a recorder of her caliber. 


Society Activities... . 


Roanoke Academy of Medicine. 

The April meeting of the Academy was held in 
conjunction with the thirty-third Annual Congress 
of Gill Memorial Hospital. Following the business, 
a very excellent scientific program was presented 
Dr. J. R. Heller of the National Cancer Institute of 
Bethesda, Maryland, presented an address on Con- 
cepts of Cancer Research. The second paper was 
by Dr. Alton Ochsner of Oschner Clinic and Foun- 
dation Hospital of New Orleans, Louisiana, on In- 
creasing Menace of Cancer of the Lung. 

Having these two eminent authorities and erudite 
speakers on the same program afforded the Academy 
and the members attending the Spring Congress a 
delightful scientific meeting. 

Dr. William H. Kaufman is president of the Acad- 
emy and Dr. James G. Snead, secretary-treasurer. 


Richmond Academy of Medicine. 
The J. Shelton Horsley Memorial Lectureship 
was held on April 26th. This was the 14th annual 
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Harry J. WartHen, M.D. 


lectureship which was established by Dr. Guy W. 
Horsley in honor of his father. The speaker was Dr. 
Oscar Creech, Jr., William Henderson Professor of 
Surgery and Chairman of the Department of Sur- 
gery of Tulane University School of Medicine. His 


subject was Chemotherapy Treatment of Malignancy. 


The Fourth District Medical Society 

Held its Spring Institute at the Southside Com- 
munity Hospital, Farmville, on April 5th. Dr. Aus- 
tin I. Dodson, Jr., and Dr. Solomon Papper, Medical 
College of Virginia, conducted a symposium on renal 
disease. 

Virginia Pediatric Society. 

The Annual meeting of this Society was held at 
The Greenbrier, White Sulphur Springs, West Vir- 
ginia, in February. The following officers were 
elected: President, Dr. O. Watts Booth, Newport 
News; vice-president, Dr. John T. Walke, Roanoke; 
and secretary-treasurer, Dr. Gayle G. Arnold, Rich- 
mond. 
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Nens.... 


New Members. 


Since the list published in the May issue of the 
Monthly, the following members have been admitted 
into The Medical Society of Virginia: 

Werner Anthony Gergen, M.D., Front Royal 
Michael Homa, M.D., Arlington 

Solomon Papper, M.D., Richmond 
Nicholas George Poulos, M.D., Richmond 
George Straughan Schools, M.D., Richmond 


rhomas H. Webb, M.D., Portsmouth 


Dr. Vincent P. Hollander, 

University of Virginia, has been made a lifetim 
professor of cancer research through a grant from 
the American Cancer Society. He will do full time 


research on cancer, his special interest being the 


hormonal c f tumor growth. This is the first 


time can professorship ever granted 
the Sox lety. I ollander is associate professor 
internal medicine and assistant professor of bio 
chemistry, in addition to being coordinator and di 
rector of the cancer research laboratories at the 


University 
Dr. Charles W. Scott, 

Burkeville, is the recipient of the Douglas South 
all Freeman Award for 
control. He 


director of the Piedmont Sanatorium. The award 


vutstanding work in tuber 


culosis is superintendent and medical 


was presented at the annual meeting of the Virginia 


Tuberculosis Association in April. 


Scientific Exhibit for Clinical Meeting. 


Application forms for space in the Scientific Ex- 
hibit at the Washington, D. C 
the American Medical 


. Clinical Meeting of 
Association, November 2! 
to December 1, are now available. They may be 
procured by writing directly to Charles H. Bramlitt 
M.D., Director, Department of Scientific Assembly, 
American Medical Association, 535 North Dearborn 
Street, Chicago 10, Illinois 


August 1. 


Applications close on 


The “Hull” award will be presented for the first 
time at this meeting to the best exhibit on a scientific 
subject which has not been previously shown at a 
medical meeting. The award will consist of a gold 


medal and an honorarium of $250.00. 


Dr. Paul D. Camp, 


Richmond, attended the meeting of the Pan Amer- 


356 


ican Medical Association in Mexico City. On May 
ird, he presented a paper on Serum Cholesterol Dis 
tribution in Subjects of Various Ages and Clinical 


Conditions 


Officers of Virginia Tuberculosis Association. 
Dr. E 


first vice-president of this Association, and Dr. John 


C. Drash, Charlottesville, has been named 


A. Mapp, Nassawadox, third vice-president. 


Dr. Fletcher D. Woodward, 

Charlottesville, has been made the first honorary 
member of the Speech and Hearing Association of 
Virginia. 

Dr. Donald L. Brummer, 
Richmond, has been elected president of the Tru 


deau Society of Virginia. He is medical director of 
the E. G. Williams Hospital 


The American Cancer Society 


Has anneunced that a grant in the amount of 
$43,350.00 for research in whole body radiation 
has been made to the Medical College of Virginia 
Part of the grant, $25,000.00, will be used toward 
the purchase of a two million volt x-ray machin 
Che balance will be used in research activities carried 
out with the equipment 

The Medical College is receiving other assistance 
in the purchase of the equipment, including a sub- 
stantial sum that has been raised by members of the 
Virginia Federation of Woman's Clubs. The cost 
of the equipment is approximately $95,000.00. Con- 
struction of facilities to house it will cost an addi 
tional $70,000.00, bringing the total project to ap 
proximately $165,000.00, of which half has been 


obtained. 


Dr. J. M. Winkfield, 
Strasburg, has been elected vice-president of the 


Board of Directors of the Massanutten Bank 


Dr. Frederick E. Vultee, Jr., 


Has been named chairman of the department of 
physical medicine and rehabilitation and director of 
the school of medicine at the Medical College of 
Virginia He is now associate director of the Re- 
habilitation Institute of Chicago and will assume 
his duties in Richmond on the 15th of July. Dr 
Vultee was formerly associate professor of physical 


medicine and rehabilitation at the College. 


Plastic Surgery Program at University. 
The plastic surgery program at the University of 
Virginia School of Medicine has been approved for 
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residency training by the Tri-Partite Committee of 
the American Medical Association. This accredita 
tion marks the founding of the first and only ap 
proved program of its kind in Virginia. It will en- 
able surgeons to receive thorough training in this 
specialty and at the completi m of the two year pro- 
gram, qualify for the American Board of Plasti: 
Surgery examinations 

The division of plastic and maxillofacial surg ry 
was established at the University in 1956 by Dr 
Claude C Coleman, Jr. He is associate professor 


of plastic surgery and chief of the division and is 


ilso director of the Head and Neck Tumor Clini 
which he established in 1958 


Hand-Schuller-Christian Disease. 

Phe cooperation of physicians is requested in a 
study of eosinophilic xanthomatous granulomatosis 
and most specifically Hand-Schiller-Christian dis 
ease, being conducted by the Radiation Branch of the 
National Cancer Institute in the Clinical Center of 
the National Institutes of Health Mary 


land. This study has as its primary purpose a search 


Bethesda 


r therapeutic methods which may favorably affect 
the course of the disease. 
Patients appropriate for this study are those with 


i histopathological diagnosis consistent with some 


phase of esoinophilic xanthomatous granulomatosis 


who have active disease. It is preferable 


of course 


that such patients not be seriously ill, as this pre- 


ludes long term studies of effects. In order to min- 
imize the effects of prior treatment 
wl 


those patients 
10 have not received antifolic-acid 


radiation or 


Obituaries... . 


Dr. William Meyer, 


Prominent physician of Herndon, died following 
i heart attack on April Sth. He was sixty-eight years 
of age and a graduate of the Medical College of 
Virginia in 1918. Dr. Meyer began his practice at 
Messick and moved to Herndon in 1924. He was 
active in the civic affairs of his community, having 
served three terms on the Herndon Town Council, 
had been a director of the Citizens National Bank, 
Was past president of the Rotary Club and an hon- 
orary member of the Arlington Kiwanis Club. Dr 
Meyer was a 33rd degree Mason, a past potentate 
of Kena 


Consistory 


Temple, and a member of the Virginia 
He held many other offices in the Masons 


ind was well-known in 


Northern Virginia and 
throughout the shrine of North America. 
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steroid therapy for at least one month prior to their 


evaluation shall be considered most appropriate but 
previously treated patients will be considered for 
admission 

Physicians interested in the possibility of referring 
Dr. Charles 
G. Zubrod, Clinical Director, National Cancer In- 
stitute, Bethesda 14, Maryland (OLiver 6-4000, Ext 
$346): J. Robert Andrews, Chief, Radiation 
National Cancer Institute, Bethesda 14 
Marvland (OLiver 6-4000, Ext. 3351). 


such patients should write or telephone: 


or 


Branch 


For Sale. 


Used Picker portable x-ray machine—30 ma. Ex- 
cellent condition. Contact Appalachia General Hos- 
pital, Appalachia, Virginia. ( Adv.) 

Pharmacist, 


Experienced in retail and hospital pharmacy, de- 
sires to contact doctor(s) with view of establishing 
ethical pharmacy in clinic. Replies kept in strict 
Write #800, care Virginia Medical 
Monthly, 4205 Dover Road, Richmond 21, Virginia 


confidence 


Orthopedist-Otolaryngologist-Psychiatrist- 
Urologist. 
I'wo suites available in new medical arts building 
adjacent to new hospital. Area population approxi- 


mately 250,000 


Excellent opportunity for above 
mentioned specialists in individual practice in a new 
building with 13 established doctors. Write #850 
care Virginia Medical Monthly, 4205 Dover Road. 
Richmond 21, Virginia. ( Adv.) 


Dr. Meyer was twice president of the Fairfax 


County Medical Society and was an associate mem- 
ber of the District and Arlington Medical Societies 
He had been a member of The Medical Society of 
Virginia for thirty-seven years. 

His wife, two sisters and four brothers survive 
him 


Dr. Churchill Robertson, 


Salem, died May 4th, at the age of sixty-two. He 
graduated from the Medical College of Virginia in 
1923. Dr. Robertson had practiced in Roanoke for 
more than thirty years before his retirement six years 
ago. He was a member of The Medical Society of 
Virginia, having joined in 1933. 

Dr. Robertson is survived by his wife and two 
daughters. A brother is Senator A. Willis Robertson 
of Lexington. 
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Dr. Friedman. 


In the death of Dr. Louis Friedman on February 16, 
1960, of coronary thrombosis, this Society and its members 
lost a good and respected colleague. At the same time, 
our community suffered the loss of an able practitioner, 
one who had served well the needs of its people for 
forty-five years. 

Dr. Friedman was born in Lithuania on December 15, 
1888. He came to this country at the age of sixteen; and 
in Baltimore, studied at Deichman Preparatory School, 
from which he graduated in 1908. He received his Doc- 
torate in Medicine in 1912 at the College of Physicians 
and Surgeons, which later was incorporated into the 
University of Maryland. He interned at the Sinai Hos- 
pital of Baltimore, and practiced general medicine for two 
years in that city, before entering the private practice 
of medicine in Norfolk in 1915. 

For many years, he was a senior attending physician 
at Norfolk General Hospital, and active on its clinic 
staff. He was a staff member, also, at De Paul and Leigh 
Memorial Hospitals 

He was a member of this Society, The Medical Society 
of Virginia, and the American Medical Association 

Many, but not all of his colleagues, were aware of Dr. 
Friedman's intellectual] attainments beyond the field of 
medicine. He was a devoted and capable student of 
ancient literature, and spent much of his leisure time in 
research in this field; especially in its relation to the 
history and philosophy of medicine. 

In the passing of Dr. Louis Friedman from our scene, 
the Society has experienced the loss of a good friend and 
co-worker. We extend to Mrs. Friedman and her sons 
our deepest sympathy in their bereavement. 

BE IT RESOLVED, then, that this expression of our feeling 
be read into the minutes of the Norfolk County Medicai 
Society; that a copy be transmitted to Mrs. Friedman; 
and, further, that a copy be forwarded to the Virginia 
Medical Monthly for publication. 


C. Lypon HaArrett, M.D., Chairman 
Ropert D. Grasser, M.D. 
Bernarp Lipman, M.D. 


Dr. Smith. 


The Mid-Tidewater Medical Society on February 26, 
1960, lost by the death of Dr. James Smith one of its 
most loyal members, one of its founders and its first 
president. 

Dr. Smith's faithful attendance on the meetings of the 
Society, at which he contributed sound counsel and perti- 
nent comments wil be sorely missed. His versatile interests 
and keen mind kept him abreast of the rapidly changing 
field of medical practice in a truly commendable fashion. 

Forty years ago, Dr. Smith took practical steps in 
community wide prophylactic immunizations when these 
measures were generally unknown in rural areas and he 
continued through his whole career progressive in thought 
and deed. His kindness and skill will be long remem- 
bered in Gloucester County where he served the people 
for more than half a century. 

We feel a deep sense of loss in his passing and desire 
to extend to his family and friends our sympathy. 

THEREFORE Be Ir Resotvep, that a copy of these me- 


morials be spread on the minutes of the Mid-Tidewater 
Society, a copy be sent to the Virginia Medical Monthly, 
and a copy be sent to his family. 


Adopted at a regular meeting of the Mid-Tidewater 
Medical Society on July 26, 1960 
M. H. Harris, M.D., Secretary 


Dr. Lawrence. 


On Sunday, March 13, 1960, in the company of his 
wife and Dr. and Mrs. Reuben Simms, Dr. Bruce Law 
rence drove to his cottage on the Rappahannock River, 
to check for possible winter damage or other trouble. On 
entering the cottage he noticed severe chest pain, which 
increased rapidly and was self-diagnosed as a coronary 
thrombosis. In spite of emergency treatment, Dr. Law 
rence passed away in a short time 

Bruce Lawrence was born in Richmond, on October 
17, 1899. His father was Alonzo Robert Lawrence and 
his mother was Julia Lechler Lawrence. He attended the 
Richmond public schools and took his premedical educa 
tion at the University of Richmond. He graduated in 
1923 from Hahnemann Medical School, Philadelphia, and 
served his internship at Hahnemann Hospital there 

In July 1924 he began the general practice of medicine 
in Richmond. For many vears he was associated with 
Retreat for the Sick Hospital in the capacity of anesthe 
tist 


Dr. Lawrence was active in the Richmond Academy of 


General Practice from the time of its inception, and in 
1959 he served as its President. He was also active in 
the Virginia Academy of General Practice, having served 
on the Board of Directors and on numerous committees 
He was a member of the Richmond Academy of Medicine, 
The Medical Society of Virginia, the American Medical 
Association, and the American Academy of General 
Practice 

For ten years prior to June, 1959, he served on the 
State Board of Medica] Examiners 

He was a member of the staff of the Richmond 
Memorial Hospital and Retreat for the Sick Hospital; 
of the courtesy staff of Stuart Circle and St. Luke's 
Hospitals 

Bruce Lawrence was a quiet, unassuming, dedicated 
and friendly man, who instilled confidence and affection 
in his patients. Few doctors have been more beloved 
by those whom they have treated. He was loval to his 
friends, and though strong in his convictions, he was 
always ready to hear both sides of a question. He was 
wise in his judgment, patient, kind, compassionate and 
tolerant. He frequently would forego pleasure or vaca- 
tion when he felt a sick patient might need him 

The Richmond Academy of Medicine realizes that it 
has lost a capable and valued member and friend, and 
extends to his wife and family its deepest sympathy 

The committee proposes that this resolution be adopted 
and incorporated in the minutes of the Richmond Academy 
of Medicine, and that a copy of this resolution be sent 
to his widow and to the Virginia Medical Monthly. 


WittiAm A. Younc, M.D. 
Revpen Simms, M.D. 
Russert G. McAtcister, M.D., Chairman 
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NEW FROM 


INSTANT MIX METAMUCIL 


Psyllium hydrophilic mucilloid with citric acid and sodium bicarbonate 


97) 


just pour powder add cool water and it’s 


it’s mixed ti ERVESCENT| 


all the advantages of 

smoothage therapy in 
the relief and correction 
of constipation 


each packet is equivalent to stimulates normal peristalsis convenient, premeasured- 
one rounded teaspoonful of . dose packets 
Meta il d induces natural elimination . 
delightful mild lemon flavor 
promotes regularity 
INSTANT MIX METAMUCIL 


keeps stools soft and 
easy to pass 16 Packets 
avoids harsh laxatives or 
purgatives 


G. SEARLE CO. Chicago 8O, Illinois 
bes ull 
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anorectic-ataractic ® 


BAMADEX 


meprobamate 400 mg. with d-amphetamine sulfate 5 mg. Tablets 


FOR THERAPY 
OF OVERWEIGHT PATIENTS 
s d-amphetamine depresses appetite and 
elevates mood 


®# meprobamate eases tensions of dieting 
(yet without overstimulation, insomnia or 
barbiturate hangover). 


Dosage: One tablet one-half to one hour before each meal 


A LOGICAL COMBINATION 
IN 
APPETITE CONTROL 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


e Understanding Care e 


Your Patients Get the Skilled Care They Deserve 


Health Approved 


—Intermediate Care— 


Inapection Invited 


AGED « TERMINAL CASES « CHRONICALLY ILL 


Round the Clock Skilled Care 
Highest Ethical Operating Standards 
R.N. Supervision and M.C.V. Extern 
Trained Dietitian @ Male Orderlies 
Bernard Maslan 
Administrator 


Dial 
Mitton 3-2777 
TERRACE HILL NURSING HOME 


@ Sprinkler and ‘““Atmo’’ System Equipped e 


67 Simmons Hospital Bed Capacity 
Automatic Litter-Size Elevator 
Rates Start From $60 Weekly 
Private and Multiple Rooms—toilets 
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RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 


RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Kye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS : 


JULIA WAGNER WATERS, 


R.N., Administrator 408 North 12th Street 
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Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 

STAFF 
Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 


Dr. Ronald B. Harris 
Dr. Derwin K. Harmon 


RESIDENT STAFF 

Dr. J. R. Van Arsdall 

Dr. C. B. Foster 

Dr. D. H. Williams 

Dr. Scott W. Little 

Jean Swartz, M.S. 
(Biochemist) 

Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance 
The Hospital offers a three year residency in Ophthal mology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school. 
For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


Appalachian Ball © asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wm. Ray GrirFin, Jr., M.D. Mark A. Grirrin, Sr., M.D. 

Rosert A. GriFFin, Jr., M.D. Mark A. Grirrin, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Guy W. Horstey, M.D. 


Austin I. Dopson, Jr., M.D Douctas G. CHAPMAN, M.D. 
General Surgery and Gynecology 


Urology Internal Medicine 
James T. Gianoutts, M.D. 


S. Ropertson, M.D. 
General Surgery and Gynecology J. Eowaro Hitt, M.D 


Internal Medicine 
Urology 
J. Suevron Horstey, II, M.D. 


General Surgery and Gynecology 


W. Kyte Situ, Jr., M.D. 
Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


STUART CIRCLE HOSPITAL 


413-21 Sruart Circle 
RICHMOND, VIRGINIA 


Medicine: 


Surgery: 
Manrrep III, M.D A. StepuHens GraHamM, M.D. 
M. Morris Pinckney, M.D Cuartes R. Rosins, Jr, M.D 
ALEXANDER G. Brown, III, M.D CARRINGTON WILLIAMS, M.D. 
Joun D. Catt, M.D. RicHarp A. Micnaux, M.D 
Wywnpuam B. Branton, Jr, M.D CARRINGTON WILLIAMS, Jr., M.D 
Frank M. Btanton. M.D ARMISTEAD M. M.D. 
Joun W. Powerit, M.D Urological Surgery: 
Obstetrics and Gynecology: FRANK Pore, M.D 
Wa. Durwoop Succs, M.D ]. Enwarp Hitt, M.D. 
Spotswoop Rostns, M.D Oral Surgery: 
Davin C. Forrest, M.D. Guy R. Harrison, D.D.S. 
Orthopedics: Plastic Surgery: 
SeverLey B, Crary, M.D Hunter S. Jackson, M.D. 
James B. Datron, Jr., M.D. Roentgenology and Radiology: 
.. O. Sneap, M.D. 
Cuartes P. Mancum, M.D. Hunter B. FriscnKorn, Jr., M.D. 
Enwarp G. Davis, Jr., M.D. C. Barr, M.D. 
Ophthalmology, Otolaryngology: Pathology: 
W. L. Mason, M.D. James B. Roperts, M.D. 
J. Warren Montacue, M.D. Physiotherapy: 
Anesthesiology: Miss EtHeteen DALTON 
B. Moncure, M.D. Director: 


Hetu Owen, Jr., M.D. Cuartes 
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Daniel D. Chiles, M.D. 
Clinical Director 

James K. Morrow, M.D. 

Clara K. Dickinson, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


STAFF 
James P. King, M.D., Director 
William D. Keck, M.D 

Edward W. Gamble, M.D 


J. William Giesen, M.D 
Internist (Consultant) 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


Don Phillips 


Administrator 


AFFILIATED CLINICS 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va 
David M. Wayne, M.D 
Phone: DAvenport 5-9159 
Charleston Mental Health Center 
1119 Virginia St., E., Charlesten, W. Va 
B. B. Young, M D 
Phone: Dickens 6-7691 


Beckley Mental Health Center 
109 E. Main Street, Beckley, W. Va 

W. E. Wilkinson, M.D 
Phone: CLifford 3-8397 

Norton Mental Health Clinic 

Norton Community Hospital, Norton, Va 

Pierce D. Nelson, M.D 

Phone 


218, Ext. 55 and 56 


Third Decade of Nursing 


KATE E. PLYLER (1876-1947) 


MRS. PLYLER’S 
NURSING HOME 


MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


Fire Protection by Grinnell Sprinkler System 


convalescent and aged 
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Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 
A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 


Salem, Virginia— Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlante, Ge. 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine 
HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D 
WM. H. HARRIS, JR., M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. 


General Surgery 


Dental Surgery 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. 


Urology 


Neurology Pediatrics 


RAYMOND A. ADAMS, M.D. 
Treasurer: RICHARD J. JONES, BS., C. 


ALL ROOMS AIR CONDITIONED 
Free Parking for Patrons 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., M.D. 

JOHN ROBERT MASSIE, JR., M.D. 
JOSEPH W. COXE III, M.D. 


JOHN BELL WILLIAMS, D.D.S 


CHAS. M. NELSON, M.D. 
AUSTIN L DODSON, JR., M.D 


HUBERT T. DOUGAN, M.D. 
P.A. 


Obstetrics 


W. HUGHES EVANS, M.D. 
W. H. COX, MLD. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D. 


Radiology 
HENRY 8S. SPENCER, M.D 
STUART J. EISENBERG, M.D 


Pathology 
J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D 


Anesthesiology 
HETH OWEN, JR., M.D. 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. WEIR M. TUCKER 
Dr. AMELIA G. Woop 


Dr. JAMES ASA SHIELD 
Dr. GEORGE S. FULTZ 
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Convalescence 


* Adolescence 


Debilirating 
gastrointestinal 


conditi 
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Whenever 


the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 
through vomiting 


or diarrhea— 


lentine’ 
Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 
provides: supplementary 


amounts of vitamins, minerals 
and soluble proteins, 


extra-dietary vitamin By, 


protective quantities of 
potassium, in a palatable and 


—— > «, readily assimilated form. 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
dSotassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 


1960 


in very special cases 
a very superior brandy... 


specify 


HENNESSY 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 


ical 


= combination 
® for appetite 
suppression 


meprobamate plus 


, with d-amphetamine 


d-amphetamine... suppresses 
appetite...elevates mood.. 


reduces tension... without 


insomnia, overstimulation 


3 
€ Or barbiturate hangover. 
anorectic-ataractic 


Dosage: One tablet one-half to one hour before each meal. 
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Photos used with patient's permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 9% pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10 times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 
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Digitalis 

(Davies, Rese) 

0.1 Gram 
1% grains) 
CAUTION: 
spens- 


na withest preacrip 


OAVIES, ROSE & CO. int 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 
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Clinical samples sent to 
‘ 
$3 


PROFESSIONAL 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone MI 3-0340 


REPRINT PRICES OF ARTICLES IN THE 
VIRGINIA MEDICAL MONTHLY 


Trim Size: 8 x 11 inches 


No. of copies 200 250 500 750 1000 1500 2000 


| page ; $8.90 $9.20 $10.70 $12.20 $13.70 $16.70 $19.70 
2 Pages 10.20 10.60 12.45 14.35 16.20 19.95 23.70 
4 Pages 21.70 22.65 27.25 31.88 36.50 45.75 55.00 
8 Pages 50.15 51.30 57.00 62.70 68 40 79.80 91.20 
12 Pages 82.65 85.05 96.90 108.80 120.65 144.40 168.15 
16 Pages 100.30 102.60 114.00 125.40 136.80 159.60 182.40 


Gover -.... 18.65 20.40 29.00 37.45 46.25 73.50 80.75 
Envelope—blank 5.60 7.00 14.00 21.00 28.00 42.00 56.00 
Envelope—printed 11.16 12.70 20.70 28.60 36.60 52.50 68.40 


PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


11-13-15 North 14th Street Richmond 19, Virginia 
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Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 


Lifts depression...as it calms anxiety! 


For geriatric and chronically ill patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood —no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anriety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this may be gradually increased up to 3 tablets q.id 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Depro! does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol* 


Composition: 1 mg. 2-diethylaminoethy! benzilate hydrochloride 


(benactyzine HCl) and 400 mg. meprobamate 


Supplied: Bottles of 60 light-pink, scored tablets. Write for 


literature and samples 


WALLACE LABORATORIRG 


New Brunswick, 


co re: 
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logical 
prescription for 
overweight patients 


anorectic-ataractic 


BAMADEX 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets 


meprobamate plus d-amphetamine... 
depresses appetite...elevates mood... 
eases tensions of dieting... without over- 
stimulation, insomnia or barbiturate 
hangover. 


Dosage: One tablet one-half to one hour before each meal. 


RICHMOND 


OLD POINT COMFORT, 
FORT MONROE 


CHAMBERLIN HOTEL 


Rooms Rates From $6.00 


For the 
Discriminating 
Eye Physician 


Depend on the Services of a 
Guild Optician 


in 
Lynchburg, Virginio 


A. G. JEFFERSON 


Ground Floor Allied Arts Bidg. 


Exclusively Optical 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting 


Medicine In Virginia 
By Wrwnonam B. BLanton, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
4205 Dover Road 
Richmond, Virginia 
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upper respiratory decongestion 
provides both... 


and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 

COMBINES the nasal and bronchial decongestant action of d-isoephedrine with 
the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrimation 
and post nasal drip—let s the patient get a full night's rest—with minimal daytime 
drowsiness, CNS or pressor stimulation. 


TABLETS AND SYRUP for adults and children... 
COMPOSITION: Per tablet Per S mi. syrup 
Chlorpheniramine maleate ; 4 mg. 2 mg 


sme 2S me ARNAR-STONE 


DOSE: Tablets: One tablet 3 or 4 times daily. Syrup: Children: 3-6 yrs. 
Y tsp. t.id.; 6-12 yrs. 1 tsp. tid.; Adults: 2 tsp. ti.d. Laboratories, Inc 


AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Mt. Prespect, Illinois 
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It’s easy to “stick to 


The secret of a successful 
“regularity” diet is acceptance 


sulky foods—attractively served 
— make the “regularity” diet 
acceptable to patients. Fruits 
are high in cellulose and appetite 
appeal served chilled in a com- 
pote dish. Boiled vegetables 
look inviting garnished with dill, 
parsley or other herbs. Oranges, 
apples, beets, carrots provide 
pectin which absorbs more fluid 
to form smooth bulk. 


For extra appetite appeal, your 
patient can team apples with 
dates. Raisins or bright fresh 
cranberries make a tasty surprise 
in arough milled oatmeal muffin 
which, with other whole grains, 
offer cellulose plus Vitamin B 
Complex. Remember, plenty of 
liquid is important to make the 
cellulose bulky—about & to 10 
glasses every day. 


United States Brewers Foundation 


if you'd like reprints af this and 11 other different diet menus for your patients, 


write United States Brewers Foundation, 535 Fifth Avenue, N Y.17,. N.Y 


With your approval, a 
giass of beer can add 
zest to a patient's 
diet. 8 oz. giass 
supplies about the 
min. Niacin requirement 
and smalier amounts of 
other B Complex 
Vitamins. (Average of 
American Beers) 
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a diet when dishes 
in it look as good as this! 


Jonnagel win Neomycin 


Prompt and more dependable control of OONNAGEL: In each 30 ce. (1 fi. oz.): 

virtually all diarrheas can be achieved with the Pectin (2.gF.)..-cccccsunsmne 142.8 mg. 
Hyoscyamine sulfate ........ 0.1037 mg. 
Atropine sulfate ................ 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (14 gr.)........ 16.2 mg. 


comprehensive DONNAGEL formula, which pro- 
vides adsorbent, demulcent, antispasmodic and 


sedative effects— with or without an antibiotic. 


Early re-establishment of normal bowel Same formula, plus 
Neomycin sulfate ............... 300 mg. 
function is assured —for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit since 1878 
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Excerpted from the March 12, 1960, issue of The Journal of The American Medical Association: 


66It is accepted generally that specific altera- 


tion in the diet will lower the concentra- 
tion of cholesterol in the blood. The most 
effective results to date have been achieved 
by increasing consumption of polyunsatu- 
rated fatty acids, particularly linoleic acid. 
However, indefinitive and conflicting infor- 
mation has left much to the imagination of 
some food processors. Some of the largest 
vegetable oil processors in the United States 
have implied in advertisements that the 
cholesterol level can be lowered merely by 
adding polyunsaturated fatty acids to the 
diet. This selling campaign has created con- 
fusion among lay people, making it increas- 
ingly important that the physician clarify 
for his patients the conditions under which 
changes in the diet will be effective. 


The patient should understand that if he 
increases his consumption of polyunsatu- 
rated fatty acids without reducing his in- 
take of other fats, little is gained save for 
additional calories which could lead to obe- 
sity. A particular regimen will be effective 
only if polyunsaturated fatty acids are re- 
sponsible for an appreciable percentage of 
the total fat calories. That is, they must re- 
place rather than supplement some of the 
saturated fats and oils already in the diet. 


Some manufacturers cite the “iodine 
number” of a fat or oil as evidence of the 


unsaturated fatty acid content of their prod- 
uct. This number is not a reliable indicator 
of therapeutic value because it measures 
monounsaturated and polyunsaturated fatty- 
acid content at the same time. A monoun- 
saturated acid, like oleic, takes up two iodine 
atoms but does not affect the cholesterol 
concentration of the blood. A polyunsatu- 
rated acid, like linoleic, takes up four iodine 
atoms. In a product containing large 
amounts of oleic acid and small amounts of 
linoleic acid, the iodine number is nearly the 
same as it would be for a product contain- 
ing little oleic acid and a modest amount of 
linoleic acid. Cottonseed oil has an iodine 
number of 110 and corn oil a number of 
127; yet they each have about the same 
amount of linoleic acid. 


Low-fat diets will not reduce the concen- 
tration of circulating cholesterol and 
lipoproteins as effectively as will diets 
containing an adequate percentage of poly- 
unsaturated fatty acids. Weight-reduction 
regimens are basically low in fat, and if a 
lowered cholesterol level is necessary, plan- 
ning must be done to maintain the proper 
ratio of saturated to unsaturated fats. 


He rbert Pollack, M.D. 

Associate Professor of Clinical Medicine 
Postgraduate Medical School 

New York University, New York 


Recent JAMA editorial statement clarifies 
the current controversy about dietary fats 
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| Where a vegetable (salad) oil is medically recommended for a cholesterol depressant regimen. 


Lean Beef Tips Veronique an example 


of giorious eating from Wesson 


WESSON'S IMPORTANT CONSTITUENTS 
Wesson is 100°% cottonseed oil-winterized and of selected quality 
Linoleic acid glycerides (poly-unsaturated) 50-55% 


Oleic acid glycerides (mono-unsaturated) 16-209 
Total unsaturated 70-752 
Palmitic, stearic and myristic glycerides (saturated) 25-302 
Phytosterol (predominantly beta sitosterol) 0.3-0.5% 
Total tocopherols 0.09-0.12 % 


Never hydrogenated—completely salt free 
Each pint of Wesson contains 437-524 Int. Units of Vitamin E 


FREE Wesson recipes, available in quantity for your patients, 
show how to prepare meats, seafoods, vegetables, salads and 
desserts with poly-unsaturated vegetable oil. Request quantity 
needed from The Wesson People, Dept. N, 210 Baronne St., 
New Orleans 12, La. 


| ys | 
7 
_ &.......Wesson is unsurpassed by any readily available brand | 


have 


Peoples Stores 
the 


Prescription 


This achievement reflects 
physicians’ confidence inthe 
integrity of Peoples Drug * 
Stores Prescription Depart- ae 
ments and the public’s trust yy =a L 
in their skilled, registered 
pharmacists. 
ZA 
FOPLES, 
VICE > ‘ 
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A TRUE “TRANQUILAXANT” 


® 


rou PATN 


BRAND OF CHLORMEZANONE 


relieves 
the pain 


and disability 


of 


musculoskeletal 


disorders 


: 


When enthusiastic gardening — or any 
of a host of other pleasant summer ac- 
tivities — brings on low back pain asso- 
ciated with skeletal muscle spasm, your 
patient need not be disabled or even un- 
comfortable for any length of time. The 
spasm can be relaxed with Trancopal, 
and relief of pain and disability follows 
promptly. The patient can usually con- 
tinue his normal activities while taking 
Trancopal. 


Lichtman’ used Trancopal to treat pa- 
tients with low back pain, stiff neck, 
bursitis, rheumatoid arthritis, osteo- 
arthritis, trauma and postoperative 
muscle spasm. He noted that Trancopal 
brought satisfactory relief to 817 of 879 
patients (excellent in 268, good in 448, 
fair in 101). “*Chlormethazanone [Tran- 
copal] not only relieved painful muscle 
spasm, but allowed the patients to re- 
sume their normal activities with no in- 
terference in performance of either 
manual or intellectual tasks.” 


Gruenberg* also prescribed Trancopal 
for 70 patients with low back pain and 
observed that it brought marked im- 
provement to all of them. “In addition 
to relieving spasm and pain, with subse- 
quent improvement in movement and 
function, Trancopal reduced restless- 


ness and irritability in a number of pa- 
tients.’’* In another series of 193 pa- 
tients Kearney‘ obtained relief with 
Trancopal in 181 patients suffering 
from low back pain and other forms of 
musculoskeletal spasm. 


Trancopal enables the anxious patient 
to work or play. According to Gruen- 
berg, “In addition to relieving muscle 
spasm in a variety of musculoskeletal 
and neurologic conditions, Trancopal 
also exerts a marked tranquilizing ac- 
tion in anxiety and tension states.’” 
Lichtman’ found that his patients in 
anxiety and tension states “. .. were in 
many instances able to continue their 
normal activities where previously they 
had been considerably restricted in their 
activities.” “. .. Trancopal is the most 
effective oral skeletal muscle relaxant 
and mild tranquilizer currently avail- 
able.” (Kearney )* 


Side effects are rare and mild. “Tran- 
copal is exceptionally safe for clinical 
use.””* In the 70 patients with low back 
pain treated by Gruenberg,’ the only side 
effect noted was a mild nausea which oc- 
curred in 2 patients. In Lichtman’s 
group, “No patient discontinued chlor- 
methazanone [Trancopal] because of 
intolerance.” 


@® In musculoskeletal disorders, effective in 91 per cent of patients.* 
@ In anxiety and tension states, effective in 89 per cent of patients.’ 


@ Low incidence of side effects (2.3 per cent of patients). 
Blood pressure, pulse rate, respiration and digestive processes 
are unaffected by therapeutic dosage. It does not affect the 


hematopoietic system or liver and kidney function. 
@ No gastric irritation. Can be taken before meals. 


@ Noclouding of consciousness, no euphoria or depression. 


Indications: 


Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Dysmenorrhea 

Neck pain (torticollis) Premenstrual tension 
Bursitis Anxiety and tension states 
Fibrositis Asthma 

Myositis Angina pectoris 

Ankle sprain, tennis elbow Alcoholism 

Osteoarthritis 


Rheumatoid arthritis 
Disc syndrome 
Postoperative muscle spasm 


How Supplied: Trancopal Caplets® 
aa 200 mg. (green colored, scored), bottles of 100. 
walene 100 mg. (peach colored, scored), bottles of 100 


Dosage: Adults, 200 or 100 mg. orally three or four yf 
times daily. Relief of symptoms occurs in from fifteen to . 
thirty minutes and lasts from four to six hours. #.. 


References: 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J 


4:28, Oct., 1958 « 2. Lichtman, A. L.: Scientific Exhibit, Internat 
Coll. Surgeons, Jan. 4-7 9, Miami Beach, Fla. + 3. Gruenberg, F 
Current Therap. Rea. 2:1, Jan., 1960 * 4. Kearney, R. D.: Current 
Therap. Rea. 2:127, April, 1960 + 5. Collective Study, 


Department of Medical Research, Winthrop Laboratories 


(|) LABORATORIES 


New York 18, N.Y. 
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TRANCOPAL (BRAND OF CHLORMEZANON AND CAPLETS, TRADEMAGKS PEG S Pat. OFF PRINTED a 


SOCIETY 


Accomack County D. F. Fletcher, Jr., Horsey J. C. Doughty, Onancock Quarterly 
Albemarle County ~------G. 8. Fitz-Hugh, Charlottesville.W. Copley McLean, Charlottesville. Monthly 
Alexandria ....................B. C. Jones, Jr., Alexandria W. J. Brennan, Alexandria__- Monthly 
Alleghany-Bath Counties ...... J. P. Hileman, Millboro George N. Chucker, Clifton Forge. Bi-Monthly 
Ambherst-Nelson Counties ..--Lyddane Miller, Amherst... .J. F. Thaxton, Tye Inactive 
Arlington County ........ L. Norment, Arlington Howard O. Mott, Monthly 
GO J. L. Davis, Waynesboro Beverly Loesch, Waynesboro 5 times a vear 
Bedford County ~<<..<«<<5. L. Rucker, Moneta 0. B. Darden, Jr., Bedford Quarterly 
Botetourt County ....M. 8. Stinnett, Buchanan E. L. Coffey, 
Buchanan-Dickenson Counties ..Robert Baxter, Grundy J. 8. Richardson, 
Charlotte County .....Stuart Wilson Tuggle, Keysville. Thomas Watkins, Drakes Branch... 
Culpeper County J. B. Jones, Culpeper James P. Baker, Culpeper........-.- Monthly 
Danville- Pittsylvania .J. W. Milam, Danville ..G. B. Updike, Danville - Monthly 
a I J. E. O'Brien, Falle Church Frances Ayres, Falls Church Monthly 
Fauquier County FE. H. Ashby, Jr., Remington James L. Dellinger, Warrenton..._. Monthly 
Floyd County J. C. Rutrough, Willis F. C. Bedsaul, Floyd..........- 
Fourth District Ray Moore, Jr.. Farmville J. D. Mason, Jr., Petersburg Quarterly 
Fredericksburg .-L. F. Moss, Fredericksburg J. E. Grimes, Fredericksburg... Quarterly 
Halifax County ..G. L. Wilkinson, South Boston... L. W. Roberts, South Boston 
Hampton .Helen Dorsey, Hampton L. M. Lieberman, Hampton 5 times a year 
Hanover County .J. D. Hamner, Jr., Ashland Claude K. Kelly, Mechanicsville... . 
Hopewell .. = H. Dougherty. Hopewell W. P. Youngblood, Hopewell_..... Monthly 
James River W. A. Pennington, Buckingham J. H. Yeatman, Fork Union ....Quarterly 
Lee County .B. H. Owens, Rose Hill H. A. Kinser, Pennington Gap Quarterly 
Loudoun County .«<<<25. 8. Morrison, Leesburg....... J. W. Gibson, Middleburg na 
Louisa County ---Griffith Daniel, Louisa A. R. Southall, Louisa__ Only call meetings 
Lynchburg ..G. B. Craddock, Lynchburg L. F. Semers, Lynchburg Monthly 
Medical Society of Virginia....Allen Barker, Roanoke R. 1. Howard, Richmond -Oct. 9-12, Va. Beach 
Mid-Tidewater -~A. W. Lewis, Aylett M. H. Harris, West Point__. Quarterly 
Newport News .J. Q. Hatten, Newport News A. C. Stanton, Newport News Monthly except June & July 
Norfolk County .W. W. Taylor, Jr., Norfolk Meyer Krischer, Norfolk ....-- Monthly 
Northampton County ..W. F. Bernart, Nassawadox W. S. Burton, Nassawadox Monthly 
Northern Neck ..<Pau!l Pearson, Warraw Harvey Goode, Jr., Kilmarnock. 
Northern Virginia .--Bradford Bennett, Winchester. Robert York, Berryville 
Orange County ‘ -.-H. C. MeCoy, Gordonsville R. LeGarde, Orange.....- - Monthly 
Patrick-Henry Counties H. H. Price, Martinsville E. T. McNamee, Stuart Quarterly 
Portsmouth _-«ecccces?. E. Jones, Portamouth M. C. Glynn, Jr.. Portamouth Monthly except July & August 
Princesse Anne County........ -Fitzhugh Mayo, Va. Beach A. B. Frazier, Virginia Beach Monthly 
Prince William County ...Alvin Connor, Manassas M. L. Nafsinger, Woodbridge Indefinite 
Richmond . .R. V. Terrell, Richmond Patty Boatwright, Richmond Semi-Monthly 
Roanoke ----W. H. Kaufman, Roanoke J. G. Snead, Roanoke Monthly 
Rockbridge County ...John Yaeger, Lexington K. J. Fox, Fairfield x 
Rockingham County .H. P. Deyerle, Harrisonburg Cc. E. Craun, Harrisonburg Quarterly 
Russel] County .R. F. Gillespie, Lebanon W. A. Davis, Dante 
Seott County _W. L. Griggs, Jr., Gate City G. C. Honeycutt, Jr., Gate City 
Smyth County O. Finne, Saltville C. G. Thompson, Marion Quarterly 
Southwestern Virginia _........J. G. Cox, Hillsville A. Johnson, Il, Roanoke... ....Semi-annually 
Tazewell County .W. D. Damron, Richlands Rufus Brittain, Tazewell... - ... Bi-monthly 
W. Lambdin, Franklin _Irwin H. McNeely, Franklin .. Quarterly 
Va. Acad. Gen. Practice ...-Hoyd Payne, Staunton S. F. Driver, Roanoke May 11-14, 1961 
Am. Col. Cheet Phys G. C. Pearson, Blue Ridge Cc. C. Smith, Catawba October 
Va. Sec. Amer. Col. Phys William Parson, Charlottesville. William H. Harris, Jr., Richmond... Twice a year 
Va. Diabetes Assoc ..-W. R. Jordan, Richmond L. B. Sheppard, Richmond Twice a year 
Va. Ob-Gyn. Soc. ...W. D. Suggs, Richmond Brock D. Jones, Jr., Norfolk_.....Twice a year 
Va. Orthopedic Soc. .Wm. Deyerle, Richmond F. B. Carpenter, Richmond . Twice a year 
Va. Pediatric Soc.._..........-- O. W. Booth, Newport News G. G. Arnold, Richmond __'Twice a year 
Va. Peninsula Acad. Medicine. ..G. 8. Grier, Newport News _T. W. Sale, Hampton ..Monthly 
Va. Neuropsychiatric Soc....... Frederick Woodson, Norfolk Howard Ashbury, Staunton Semi-annually 
Va. Radiological Soc.......--. -C. D. Smith, Roanoke F. A. Kearney, Hampton_._._.-~- ..Twice a year 
Va. Soc. Anesthesiology. -...-..-.-- Patricia Andrews, 
Charlottesville Campbell Harris, Jr., Richmond____Semi-annually 
Va. Soc. Internal Med M. M. Pinckney, Rehmond T. N. Hunnicutt, Jr.. Newport News_ Twice a year 
Va. Soc. of O. L. & O. ..--<eM. P. Smith, Richmond .M. K. Humphries, Jr., 


Va. Soc. of Pathology _— 
Va. Soc. Plastic & Reconstr. 
Sure 


Va. Surgical Soc......-. 
Va. Urological Soc 
Washington County 


Williamsburg-James City ...... 
Wise County ......... 
Wythe-Bland Counties 
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as 


Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to 


PRESIDENT 


David Smith, Charlotterville 
C. Coleman, Jr., 
Charlottesville 
B. W. Rawles. Jr., Richmond 
Ralph Landes, Danville 
Harry Hayter, Abingdon 

B. H. Bailey, Yorktown 

G. C. Snead, Derby 

W. R. Chitwood, Wytheville 


Notify the Monthly of Changes) 


SECRETARY TIME OF MEETING 


Charlottesville 
George J. Carroll, Suffolk 


..--Twice a year 
~~--Quarterly 
.Leroy Smith, Richmond 


Carrington Williams, Jr., Richmond_ Yearly in Spring 


_G. W. Link, Petersburg .October 
J. C. Plaeak, Abingdon Monthly 
B. I. Bell, Jr., Williamsburg. 

William Schmidt, Norton - 

C. B. Hughes, Wytheville Quarterly 
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...felief from pollen allergies 
more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.'® Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.! Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.** 
Each Triaminic timed-release Tablet provides: 


Pheny i ary 50 mg. 


Pre 4 e maleate 25 mg 


Pyrilamine maleate 25 mg. 


also available: 
TRIAMINIC JUVELETS® ¥2 the formulation of the Triaminic Tablet with timed -release action 


TRIAMINIC SYRUP each teaspoonful (5 mI.) provides V4 the formulation of the Triaminic Tablet. 


References: | Fabricant,.N.D.E E.N.T Monthly 37.460 (July) 1958. 2. Lhotka, M J. 112259 
(Dec ) 19 4. Farmer, 0.F n. Med. 5:1183 (Sept) 1958 4 Fuchs, M.; Mallen, S.R; Hernand 


tic Med A n. Ther 7:3 ar 19€ 5. Halpern, S.R.. and Rabinowitz, H. Ann 


first —the outer layer dissolves 
within nutes to produce 


Relief is promot and prolonged 3 to 4 hours of relief 
u 


because of this special 


then — the core disintegrates 
timed-release action to give 3to 4 more 
hour relief 


SMITH-DORSEY - A DIVISION OF THE WANDER COMPANY ¢ LINCOLN, NEBRASKA 


q 
in 
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: 


When too many tasks 
seem to crowd 
the unyielding hours, 
a welcome 
“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 
into manageable order. 
Today 1 Today's Health - AMA 
hae oday s - 
avs llealth Published ; 535 N. Dearborn St. 
by the Chicago 19, Illinois 
American Medical Association : Please enter the following Subscription for the 
: for the American Family {term checked: 
: Years $5.00 | YEAR $3.00 
TODAY’S HEALTH is a j (U.S., U.S. Poss. & Camaval 
Good Buy in Public Relations 
GIVE GIFT SUBSCRIPTIONS | 
TO YOUR PATIENTS AND FRIENDS ci, Zone State 
PLEASE PRINT——Use seporate sheet 
: for additional names. SJ 


The State Board of Medical | 
Examiners of Virginia MEDICINE IN VIRGINIA 


: 17th, 18th and 19th Centuries 


The next meeting of the Virginia Board of 


Medical Examiners will be held in the John 
Marshall Hotel, Richmond, Virginia June 13, 
1960. The examination will be held in the same 
hotel June 14-17 inclusive. 
All applications and other documents pertain- 
ing to the examination or to matters to be dis- 
| eussed by the Board must be on file in the Sec- 
| retary’s office on or before May 20, 1960. The 
Secretary of the Board is Dr. K. D. Graves, 631 
lst Street, S.W., Roanoke, Virginia. 
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Reduced Price to Members of 
The Medical Society cf Virginia 


3 Volumes for $5.00 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
4205 Dover Road Richmond 21, Va. 
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to relieve itching, burning skin lesions 
just press the button on the can 


METI-DERM AEROSOL 


prednisolone topic 


for all steroid-responsive skin lesions - available with or without neomycin 


there’s 
a better 
A move 
than 
mscratching... 


4 


Dispel the clouds of sunset years 


LEPTINOL 1s a safe central nervous stimulant. Lertinot is 
highly effective in confused states of elderly patients. 


‘ Incipient psychosis of senility, with its warning symp- 
Write for descriptive literature 
toms of loss of interest, egocentricity, hypochondriasis, 
Clinical trial samples available : 
insecurity and intolerance can frequently be ameliorated. 


: Even in the presence of degenerative organic pathology, 
Each Bi-layer tablet contains: 
Lertinot can markedly alleviate many of the mentally 
Pentylenetetrazol 100 mg. disturbing symptoms. 
Niacin 50 mg. 
Lertinot has a very high index of therapeutic safety, with 
Thiamine Hydrochloride 1 mg. 

no habihty of addiction or tolerance, virtually no contra- 


Ascorbic Acid 20 mg. indications. 


Dose: One or two tablets, three Primary action is a positive stimulation of the medulla, 


times daily. more pronounced in depressed states than in normal individ- 
uals. Higher brain centers are also stimulated, and to a 


lesser degree, the reflex activity of the cord. 


THE VALE CHEMICAL CO., INC. 


Pharmaceuticals since 1922 
Allentown, Pennsylvania 
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all symptoms of allergic 

rhinitis; and in urticaria, 

atopic and contact ; 
dermatitis. The summary 
conclusion of extensive 
Clinical studies to date: 
Dimetane provides 
unexcelled antihistaminic 4 
potency with minimal 
side effects. 
Forms available: Oral: 
Extentabs® (12 mg.), 
Tablets (4 mg.), 
Elixir (2 mg./5 cc.). 
Parenteral: Dimetane-Ten 
Injectable (10 mg./cc.) ‘ 
or Dimetane -100 f 
Injectable (100 mg./cc.). 

f A. H. Robins Go., Inc., 
Richmond 20, Virginia 
Ethical Pharmaceuticals 
of Merit Since 1878. 


Allergic 


(parabromdylamine maleate) 


: 
Dimetane works in 
4 
4, | 


PORTABILITY 


MOBILITY 


The 

OFFICE case 
for 

your 


electrocardiograph 


Why not just one “all-purpose” electrocardiograph — 

for house calls... office use with a choice of chart speeds, 
sensitivities, recording capabilities . . . mobile “heart 
station” use in clinics and hospitals? Because each need 
calls for specific, individual instrument characteristics — as 
found in these three Sanborn electrocardiographs. 


The Sanborn Model 300 Visette weighs only 18 pounds, is 

as small as a brief case, has rugged, largely transistorized 
circuitry. The Model 100 Viso-Cardiette is also portable, but 
expressly designed for use where the versatility of two chart 
speeds, three sensitivities, and provision for monitoring 

and other types of recording are desired. The third Sanborn 
instrument is the Model 100M "Mobile Viso’’ — identical 
in circuitry to the 100, but in a mobile cabinet of either 
mahogany or rugged, stain-resistant plastic laminate. 


Each ECG has particuiar usefulness . . . and each offers 
proven design and performance. Ask your nearby Sanborn 
man to demonstrate the instrument of your choice — 
designed for your needs. 


SANBORN COMPANY 


MEDICAL DIVISION, 175 Wyman St., Waltham 54, Massachusetts 
Beruespa Branch Office 8118 Woodmont Ave. 


Oliver 6-5170 and 6-517) 
Ricumonn Resident Representative 301 E. Franklin St., Milton 9-1108 
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THE 


| BEST 


WITH 


REALMS 
OF THERAPY 


ATTAINED 


(brand of hydronyrine) 
Special Advantages 


~ ee 
IN CHILD 


unusually safe; tasty syrup, 
10 mg. tablet 


a wide record of effectiveness—over 200 labora- 
tory and clinical papers from 14 countries. 
safety and flexibility—no serious 


adverse clinical reaction ever documented. 


Chemically distinct among tranquilizers—not a pheno- 
thiazine of a meprobamate. 

Added frontiers of usefuiness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


Supportive Clinical Observation 


. Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen 
able to the development of new pat- 
terns of behavior...." Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958 


Bayart, J.: Acta paediat. belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 (Aug.) 1957. 
Nathan, L. A., and Andeiman, M. 
B.: ilinois M. J. 112:171 (Oct.) 
1957. 


well tolerated by debilitated 
patients 


seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
tions occurring in old age.” Smigel, 
J. 0., et al: J. Am. Geriatrics Soc. 
7:61 Van.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 6:1584 (Oct.) 1957. Negri, 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (uly) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....iIn chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.’’ Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
Uan. 3) 1959. Coirauit, R., et al.: 
Presse méd. 64:2239 = 
1956. Robinson, H. M 

South. M. J. 50:1282 


4 IN 
HYPEREMOTIVE 


ADULTS 


does not impair mental acuity 


. especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
J., Jr: New York J. Med. §7:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, R. C., Jr.: J. Florida M. 
A. 45:549 (Nov.) 1958. Menger, 
H. C.: New York J. Med. $8:1684° 
(May 15) 1958. Farah, L.: Inter- 
nat. Rec. Med. 169:379 (June) 
1956. 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 


TRANQUILITY: 
: 


For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN’. 


1 @ Combines the anti- 
inflammatory effect 
of hydrocortisone with 
the comprehensive 


brand OINTMERT bactericidal action 
of the antibiotics. 


Each gram contains: Neomycin Sulfate 
*Aerosporin™® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone 
Zinc Bacitracin 400 Units in a special petrolatum base. 


Provides comprehensive 
bactericidal action 

effective against virtually N EOSPO R N 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 


Each gram contains: 
“‘Aerosporin™® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin 


Neomycin Sulfate 5 mg. in a special petrolatum base. 


Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication, 


Each gram contains: 
‘Aerosporin’™® brand Zine Bacitracin 
Polymyxin B Sulfate 10,000 Units in a special petrolatum base. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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no irritating crystals - uniform concentration in each drop 


STERILE OPHTHALMIC SOLUTION 


PREDNISOLONE 21. PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes .... The other 
advantage is that the patient does not have to 
shake the drops and ts therefore sure of 
receiving a consistent dosage in each drop.'’? 


1. Lippmann, O.: Arch. Ophth. §7:339, March 1957 

2. Gordon, 0.M.: Am. J. Ophth. 46:740, November 1958 
supplied: 0 5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL in 5ec.and2.5ce 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0 25% Ophthalmic Ointment HYDELTRASOL. 

in 3.5 Gm. tubes 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc 


D> MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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...well tolerated when 
...a highly potent, used on a properly individ- 
bactericidal antibiotic ualized dosage schedule 
for combating staph and which does not induce 
gram negative infections excessive blood levels 


“In many instances its effect has been dramatic and life saving . . .””* 


“Six of the patients who survived were considered to be terminally ill at the time 
kanamycin was started but showed dramatic improvement and eventual complete 
recovery.””* 


“ ,. indeed, the results [with kanamycin] are the most remarkable ever achieved 
with otherwise fatal staphylococcal infections that we have ever seen.’” 


“There appears to be no doubt that kanamycin has been lifesaving in those in- 
stances in which organismal resistance precludes the use of other antimicrobials.” 


Information on dosaye, administration and precautions 
contained in package insert or available on request. 


SUPPLY: KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in vial containing 2 ml. volume. 
KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in vial containing $ ml. volume. 


REFERENCES: 1. Yow, E. M.: Practitioner 182:759, 1959. 2. Yow, M. D., and Womack, G. K.: Ann. N. ¥. Acad. Sci. 76:363, 
1958. 3. Bunn, P. A., Baltch, A., and Krajnyak, 0.: Ibid. 76:109, 1958. 4. Council on Drugs, J.A.M.A. 172:699, 1960. 
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A LOGICAL ADJUNCT TO THE Marvin Pierce Rucker, M.D. 
WEIGHT-REDUCING REGIMEN His Selected Writings 


Here, under one cover, are the pen 


profiles and floral eponyms which have 
meprobamate plus d-amphetamine... 
become the hallmark of this beloved 
reduces appetite...elevates mood...eases 
physician. 
tensions of dieting... without overstimula- 
ne Beautifully bound, this volume will 
tion, insomnia or barbiturate hangover. 

be a welcome addition to any library— 
Dosage: One tablet one-half to one hour before each meal 


the perfect gift for that special occa- 


anorectic-ataractic 
$10n. 


A EY Order your copies at $7.50 each from 
, the Johnston-Willis Hospitality Shop, 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg.. Tablets 


Richmond, Virginia. 


INDEX TO ADVERTISERS 


American Gelos< ni Ir 11 Richmond Hotels 

Ames Company, Inc Inside Back Cover Riverside Convale 
Appalachian Hal! 4 Robins, A 

Arnar Stone Lab., Ir 57 Roerig 

Brayten 13 Rucker, Marvin 

Brist 14-15, 78-79 Saint Albans 
Burroughs-Wellcome C« Sanborn Company 

Ciba 23, 52-53 ardeau, 

Coca-Co!la 70 Saunders, W. B.. Company 


Component Societies 7 Schering 


Davies, Rose & Company Limited 5 Schieffeln & ( 
Desitin Chemical C« ry Searle 


Dyer. David A Insurance 12 Smith-Dorsey 64-49 
Eli Lilly and Company J Smith Kline & French Laboratories Back Cover 
Gill Memerial Eye, Ear and roat ‘ Squibb 

Geigy St. Elizabeth's Hoeepital 

Jefferson, A. G 56 St. Luke's Hospital 

Johnston-Willis Hospital ‘ St. Paul-Weetern Insurance Companics 

Jones and Vaughan 7 State Board of Medical Examiners, Th 

Lederle -25 51, 56, Stuart Circle Hospital 


Lorillard Terrace Hill Nursing Home 


Mayrand, Inc. 

Medicine in Virgina 

Merck Sharp & Dohme 
Parke, Davis & Company 
People’s Service Drug Stores 
Physician's Products Co 
Pitman-Moore Co. 


Plyler’s Nursing Home, Mrs 


Richmond Eye Hospital—Richmond Ear, Nose and 


Throat Hospital 


Today's Heaitt 

Tucker Hoepital, Ine 

United States Brewers Foundatior 
U. S. Vitamin Corp 

Vale Chemical Cx 

Valentine Company, Ine 
Wallace Laboratories 

Wesson Oi! 

White Cross Hoepital 

Wililams Printing Co 


Winthrop Laboratories 
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sulfa therapy suited 


to young tastes 


and 
tempers... 


Employs the N’ acetyl form of KYNEX to impart high CHERRY LIQUID AND 1-DOSE-DAILY 
palatability yet retain single-daily-dose effectiveness and ® 
rapid, high sustained action against sulfa-susceptible infec- 

tions. Dosage: first day, 1 tsp. (250 mg) for each 20 lbs.; ; 

thereafter, '2 tsp. daily for each 20 lbs. For 80 Ibs., use ‘ 

adult dosage of 4 tsp. (1.0 Gm.) initially; and 2 tsp. 

(0.5 Gm.) thereafter. Taken once a day—preferably after 

a meal. Supplied: Each tsp. (5 cc.) contains 250 mg. N! Acety! Suifamethoxypyridazine 
sulfamethoxypyridazine activity. Bottles of 4 and 16 fl. oz. ACETYL PEDIATRIC SUSPENSION 


GED icverie Lasorarorie€s, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


i 
Re: 


WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 
COMPLAINS OF 


CONSIDER 


NEOCHOLAN® 

Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 3 p PITMAN-MOORE COMPANY 


P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methyibromide 1.2 mg.; Phenobarbital DIVISION OF ALLIED LABORATORIES, INC. 
8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOLIS, INDIANA 
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e increases bile 
Decnoryt stimulates 
the fi f bil improves motility 
c how of 
a natural bowel DECHOTYL gently stimulates 
a a 


regulator intestinal peristalsis 


© softens feces 
DECHOTYL expedites fluid 
penctration into bowel contents 


e emulsifies fats 

Decuoryt facilitates 
lipolysis — prevents 
inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient — naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure maiste- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 

lt Iwo TRABLETS at bedtime as needed or as directed by a physician. 
wal, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. 
Contraindications: Biliary tract obstruction; acute hepatitis 

Dicnoryt TRABLETS provide 200 mg. DecHoLtn,” (dehydrocholic acid, AMES), 50 mg 


desoxycholic acid. and $0 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 


yellow TRABLET. Bottles of 100 


“AMES TM. for trapezoid-shaped tablet 


in overweight 


To improve your patients’ mood and 
to help them stick to their diets: 


© Spansule® capsules Each ‘Oexamy! Spansule sustained 
Tae release capsule (No. 2) contains 
Tablets + Elixir al 


mine sulfate), 15 mg, and amobarbita 
1% gr. Each Dexamy! Spansule capsule 
brand of dextro amphetamine and amobarbital 

(No. 1) contains ‘Dexedrine ,10 mg. and 


amobarbital, 1 gr 


To curb appetite and to restore energy when your | Each ‘Dexedrine’ Spansule sustained 
patient is listless and lethargic: 


amine sulfate, 5 mq. 10 mg. or 15 mg 
DEXEDRINE® Spansule” capsules « Tablets « Elixir 


brand of dextro amphetamine 


SMITH 
KLINE 
FRENCH 
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